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CHAPTER	  1.	  INTRODUCTION	  




and	  mental	  illness,	  lack	  of	  financial	  resources	  to	  manage	  care,	  and	  the	  need	  for	  more	  dental	  services,	  among	  many	  other	  issues	  (Hauff,	  2010).	  	  	   The	  primary	  need	  the	  informants	  collectively	  voiced,	  however,	  was	  for	  a	  medical	  respite	  care	  program	  (Hauff,	  2010).	  A	  medical	  respite	  care	  program	  provides	  medical	  and	  support	  services	  for	  homeless	  persons	  who	  lack	  the	  resources	  to	  recuperate	  from	  illness	  upon	  discharge	  from	  a	  hospital	  (Health	  Care	  for	  the	  Homeless	  Clinicians’	  Network,	  2007).	  No	  other	  formal	  data	  is	  available	  to	  specifically	  address	  the	  health	  needs	  of	  the	  Fargo-­‐Moorhead	  homeless	  population	  and	  access	  to	  current	  community	  resources.	  	  
Problem	  Statement	  	   Members	  of	  the	  Fargo-­‐Moorhead	  community	  verbalized	  several	  unmet	  health	  needs	  among	  the	  homeless	  population.	  Insufficient	  data	  exists	  to	  describe	  the	  current	  healthcare	  needs	  of	  the	  Fargo-­‐Moorhead	  homeless	  population.	  A	  comprehensive	  health	  needs	  assessment	  is	  necessary	  to	  document	  and	  describe	  the	  healthcare	  needs	  of	  the	  Fargo-­‐Moorhead	  homeless	  population,	  how	  they	  may	  be	  addressed,	  and	  the	  need	  for	  a	  medical	  respite	  care	  program	  in	  the	  community.	  	  	  
Project	  Description	  




is	  the	  “lack	  of	  a	  fixed,	  regular,	  and	  adequate	  nighttime	  residence,	  or	  nighttime	  residence	  that	  is	  a	  public	  or	  private	  place	  not	  designed	  for	  or	  ordinarily	  used	  as	  a	  regular	  sleeping	  accommodation	  for	  human	  beings,	  designated	  temporary	  living	  space	  such	  as	  a	  shelter,	  or	  imminent	  loss	  of	  housing”	  (NHCHC,	  n.d.).	  Data	  was	  gathered	  to	  identify	  priority	  needs	  and	  determine	  available	  resources	  to	  support	  the	  development	  of	  a	  feasible	  respite	  care	  program	  design.	  Dissemination	  of	  assessment	  data	  and	  recommendations	  for	  program	  development	  will	  be	  provided	  to	  area	  agencies	  and	  policy	  makers	  as	  appropriate.	  	  	  
	   Objectives	  	   This	  project	  aims	  to	  address	  the	  following	  objectives.	  1. Describe	  health	  needs	  of	  Fargo-­‐Moorhead	  homeless	  individuals	  from	  the	  perspective	  of	  service	  providers.	  2. Describe	  health	  needs	  of	  Fargo-­‐Moorhead	  homeless	  individuals	  from	  the	  perspective	  of	  homeless	  individuals.	  3. Document	  and	  describe	  demographics,	  needs,	  factors	  contributing	  to	  needs,	  and	  current	  available	  community	  resources	  in	  collaboration	  with	  area	  agencies.	  4. Identify	  and	  involve	  stakeholders	  in	  program	  planning	  to:	  
• Define	  the	  scope	  of	  care	  and	  range	  of	  services	  needed	  for	  a	  medical	  respite	  program	  in	  the	  Fargo-­‐Moorhead	  community.	  
• Identify	  and	  recommend	  a	  respite	  care	  model	  suitable	  for	  the	  community.	  
• Initiate	  the	  process	  of	  identifying	  funding	  sources	  and	  costs	  associated	  with	  development	  of	  a	  medical	  respite	  program.	  




CHAPTER	  2.	  LITERATURE	  REVIEW	  AND	  THEORETICAL	  FRAMEWORK	  












homeless	  persons’	  situation	  is	  one	  of	  “cumulative	  and	  persistent	  disadvantage,”	  and	  is	  associated	  with	  multiple	  compounding	  factors	  (Whitbeck	  et	  al.,	  2012,	  p.	  165).	  AIAN	  homeless	  persons	  face	  higher	  rates	  of	  unemployment	  and	  poverty	  as	  compared	  to	  the	  general	  population	  that	  cause	  them	  to	  search	  for	  opportunities	  off	  their	  reservation	  land	  (Whitbeck	  et	  al.,	  2012).	  Homes	  on	  reservations	  are	  overcrowded,	  and	  waiting	  lists	  for	  affordable	  housing	  on	  the	  reservations	  can	  be	  twice	  a	  long	  as	  the	  national	  average	  (Whitbeck	  et	  al.,	  2012).	  Additionally,	  available	  housing	  on	  reservations	  is	  often	  substandard,	  and	  may	  lack	  plumbing,	  electricity,	  running	  water,	  flushable	  toilets,	  and	  central	  heat	  (Whitbeck	  et	  al.,	  2012).	  AIAN	  homeless	  persons	  who	  move	  off	  their	  reservation	  face	  concerns	  of	  loss	  of	  culture,	  traditions,	  and	  family	  connections	  (Whitbeck	  et	  al.,	  2012).	  Regarding	  health,	  AIAN	  homeless	  persons	  are	  more	  likely	  to	  report	  problems	  such	  as	  headaches,	  asthma,	  stomach	  pain,	  and	  back	  pain	  than	  their	  housed	  counterparts	  (Whitbeck	  et	  al.,	  2012).	  Financially,	  AIAN	  homeless	  persons	  are	  more	  likely	  to	  report	  wage	  cuts,	  eviction,	  moving	  to	  a	  worse	  residence	  off	  their	  reservation,	  receipt	  of	  government	  assistance,	  reduced	  or	  lack	  of	  insurance,	  and	  postponement	  of	  medical	  and	  dental	  needs	  (Whitbeck	  et	  al.,	  2012).	  AIAN	  homeless	  persons	  are	  also	  more	  likely	  to	  report	  a	  family	  history	  of	  substance	  abuse	  or	  mental	  illness	  and	  parental	  marital	  problems	  (Whitbeck	  et	  al.,	  2012).	  	  








2008).	  Additionally,	  dangers	  of	  street	  life	  include	  health	  risks	  related	  to	  climate	  change	  associated	  with	  global	  warming	  (Ramin	  &	  Svoboda,	  2009).	  Homeless	  populations	  are	  particularly	  vulnerable	  to	  effects	  of	  heat	  waves,	  air	  pollution,	  natural	  disasters,	  and	  West	  Nile	  Virus	  contraction	  (Ramin	  &	  Svoboda,	  2009).	  Risk	  factors	  associated	  with	  increased	  adverse	  health	  effects	  related	  to	  climate	  phenomena	  include	  respiratory	  and	  circulatory	  disease,	  mental	  illness,	  older	  age,	  alcoholism,	  decreased	  immune	  function,	  and	  sleeping	  outside	  (Ramin	  &	  Svoboda,	  2009).	  The	  only	  positive	  factor	  associated	  with	  climate	  change	  was	  decreased	  cold	  exposure	  injuries,	  due	  to	  warmer	  winters	  (Ramin	  &	  Svoboda,	  2009).	  	  	   Further,	  many	  homeless	  individuals	  engage	  in	  behaviors	  that	  further	  compromise	  their	  health,	  such	  as	  substance	  use,	  fighting,	  weapon	  possession,	  and	  unsafe	  sexual	  practices	  (Fitzpatrick,	  La	  Gory,	  &	  Ritchey,	  2003).	  Risk	  factors	  associated	  with	  increased	  risky	  behaviors	  include	  being	  of	  nonwhite	  race,	  male,	  younger	  age,	  and	  being	  a	  witness	  or	  victim	  of	  crime	  (Fitzpatrick	  et	  al.,	  2003).	  Having	  a	  social	  support	  system	  is	  the	  only	  protective	  factor	  found	  to	  be	  significantly	  negatively	  associated	  with	  health-­‐compromising	  behavior	  (Fitzpatrick	  et	  al.,	  2003).	  




























clients,	  clients	  want	  services	  that	  are	  empowering,	  and	  mental	  health	  services	  are	  important	  for	  most	  homeless	  persons	  and	  families	  (Hopper	  et	  al.,	  2010).	  More	  research	  is	  needed	  to	  understand	  and	  develop	  a	  definitive	  model	  for	  incorporation	  of	  TIC	  into	  homeless	  services	  (Hopper	  et	  al.,	  2010).	  	  





































Figure	  1.	  PRECEDE-­‐PROCEED	  Project	  Model	  	  	  
	   	  	  	  	   	  	  	  	  	   	  
	  	  
	   	  
	  	   The	  model	  rests	  on	  the	  premise	  that	  community	  interventions	  aim	  to	  improve	  members’	  quality	  of	  life	  overall	  (Green	  &	  Rabinowitz,	  2013).	  The	  model	  acknowledges	  the	  need	  for	  target	  population	  members	  to	  be	  involved	  in	  program	  planning	  measures	  (Hodges	  &	  Videto,	  2005).	  When	  members	  of	  the	  target	  population	  are	  involved	  in	  decision	  making	  and	  planning	  efforts,	  long-­‐term	  change	  is	  more	  likely	  to	  occur	  (Green	  &	  Rabinowitz,	  2013;	  
PRECEDE	  evaluation:	  Collect	  data	  






Phase	  4:	  Administrative,	  policy	  assessment,	  	  Intervention	  alignment	  
Phase	  5:	  	  Implementation	   Phases	  6-­‐8:Process,	  impact,	  outcome	  evaluation	  	  
PROCEED	  recommendations:	  Develop,	  implement,	  evaluate	  




Hodges	  &	  Videto,	  2005).	  The	  model	  provides	  a	  useful	  guide	  for	  conducting	  a	  thorough	  needs	  assessment	  in	  order	  to	  depict	  the	  full	  picture	  of	  the	  population’s	  health	  and	  needs	  to	  create	  appropriate	  interventions	  (Green	  &	  Rabinowitz,	  2013;	  Hodges	  &	  Videto,	  2005).	  
Concept	  Analysis	  of	  Respite	  Care	  	  	   	   The	  concept	  of	  “medical	  respite	  care”	  has	  been	  formally	  defined	  as	  “acute	  and	  post	  acute	  medical	  care	  for	  homeless	  persons	  who	  are	  too	  ill	  or	  frail	  to	  recover	  from	  a	  physical	  illness	  or	  injury	  on	  the	  streets,	  but	  who	  are	  not	  ill	  enough	  to	  be	  in	  a	  hospital”	  (RCPN,	  2008;	  HCHCN,	  2007).	  Other	  terms	  synonymous	  with	  “medical	  respite”	  may	  include	  “interim,”	  “infirmary,”	  and	  “recuperative”	  care	  (RCPN,	  2008).	  The	  Respite	  Care	  Providers’	  Network,	  affiliated	  with	  the	  National	  Health	  Care	  for	  the	  Homeless	  Council,	  define	  the	  characteristics	  of	  medical	  respite	  care:	  
• Short	  term	  program	  for	  homeless	  persons	  who	  have	  a	  medical	  injury	  or	  illness	  and	  may	  also	  have	  mental	  illness	  or	  substance	  abuse	  problems	  
• Comprehensive	  residential	  care	  to	  provide	  rest	  and	  access	  to	  medical	  and	  supportive	  services	  
• Individualized	  length	  of	  stay	  based	  on	  medical	  need	  and	  progress	  
• Holistic	  care	  through	  interdisciplinary	  collaboration	  and	  continuity	  of	  care	  following	  transition	  into	  community	  
• Respect	  for	  human	  dignity	  of	  all	  residents	  and	  staff	  
• Active	  involvement	  by	  participants	  in	  their	  care	  and	  discharge	  planning	  
• A	  “bridge”	  or	  “link”	  in	  the	  healthcare	  continuum	  of	  care	  between	  hospital	  and	  permanent	  housing	  




• Various	  service	  delivery	  models	  designed	  to	  fit	  community	  needs,	  priorities,	  and	  resources	  












CHAPTER	  3.	  PROJECT	  DESIGN	  
IRB	  Approval	  
	   The	  Institutional	  Review	  Board	  protocol	  was	  submitted	  for	  expedited	  review	  and	  approved	  by	  North	  Dakota	  State	  University	  on	  April	  17,	  2012.	  The	  approval	  letter	  is	  attached	  as	  appendix	  A.	  IRB	  protocol	  was	  also	  submitted	  for	  exempt	  status	  review	  and	  approved	  by	  Sanford	  Health	  on	  May	  12,	  2012.	  The	  approval	  letter	  is	  attached	  as	  appendix	  B.	  IRB	  protocol	  was	  submitted	  to	  Essentia	  Health	  and	  oversight	  was	  confirmed	  as	  not	  required	  on	  June	  5,	  2012.	  A	  representative	  of	  Veteran	  Affairs	  Hospital	  was	  contacted	  regarding	  IRB	  process	  and	  subsequently	  not	  sought	  due	  to	  time	  constraints.	  No	  research	  was	  performed	  at	  the	  Veteran	  Affairs	  Hospital.	  	  
Data	  Collection	  	  
	   Methods	  




assistance	  from	  staff	  members	  at	  the	  sites	  where	  phase	  one	  was	  conducted.	  Surveys	  and	  interviews	  were	  completed	  at	  the	  following	  sites:	  Gladys	  Ray	  shelter,	  New	  Life	  Center,	  Dorothy	  Day	  House	  of	  Hospitality,	  Homeless	  Health	  Services	  clinic,	  and	  Cooper	  House.	  Surveys	  alone	  were	  completed	  at	  Project	  Community	  Connect	  event	  at	  the	  Fargodome	  on	  April	  25,	  2012,	  Gateway	  Gardens,	  Churches	  United	  for	  the	  Homeless,	  and	  the	  YWCA	  shelter.	  Cooper	  House	  (Fargo,	  ND)	  and	  Gateway	  Gardens	  (Moorhead,	  MN)	  are	  two	  permanent	  supportive	  housing	  establishments.	  Residents	  of	  these	  establishments	  have	  a	  history	  of	  chronic	  homelessness.	  	  2. Phase	  two	  consisted	  of	  ten	  semi-­‐structured	  interviews	  with	  staff	  members	  from	  each	  area	  shelter	  previously	  listed	  and	  Cooper	  House	  apartments.	  The	  researcher	  was	  unable	  to	  connect	  with	  staff	  members	  from	  Gateway	  Gardens	  as	  time	  allowed.	  	  3. Phase	  three	  consisted	  of	  29	  total	  surveys	  administered	  to	  service	  providers	  at	  Sanford	  Health	  and	  Essentia	  Health.	  A	  total	  of	  14	  semi-­‐structured	  interviews	  were	  also	  conducted	  with	  service	  providers	  at	  Sanford	  Health,	  Essentia	  Health,	  Cooper	  House,	  Cass	  and	  Clay	  County	  Public	  Health	  Departments,	  Homeless	  Health	  Services	  clinic,	  and	  Fargo	  Housing	  Authority.	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  Rights	  




likely	  different	  from	  homeless	  adults	  based	  on	  the	  previous	  research	  findings.	  The	  inclusion	  of	  persons	  living	  in	  permanent	  supportive	  housing	  was	  in	  response	  to	  a	  request	  from	  Laurie	  Baker,	  the	  Fargo-­‐Moorhead	  Coalition	  for	  Homeless	  Persons	  Director.	  Although	  these	  persons	  are	  now	  housed,	  they	  have	  all	  experienced	  recent	  and	  chronic	  homelessness.	  Recruitment	  and	  protection	  of	  rights	  are	  discussed	  below	  for	  each	  of	  the	  three	  phases	  of	  data	  collection.	  	  



























CHAPTER	  4.	  EVALUATION	  




(Jaco,	  2011).	  The	  researcher	  developed	  and	  added	  five	  questions	  to	  assess	  informants’	  experience	  with	  persons	  experiencing	  homelessness.	  	  	   Though	  the	  majority	  of	  survey	  and	  interview	  questions	  used	  were	  from	  reliable	  sources,	  the	  reliability	  and	  validity	  of	  their	  use	  in	  a	  homeless	  health	  needs	  assessment	  cannot	  be	  fully	  established.	  Reliability	  and	  validity	  of	  adapted	  and	  added	  questions	  are	  not	  established.	  Instruments	  are	  listed	  in	  the	  project	  appendices.	  	  




• Objective	  1	  of	  the	  project	  was	  congruent	  with	  phases	  two	  and	  three	  of	  data	  collection.	  Service	  providers	  were	  surveyed	  and	  interviewed	  about	  their	  role	  in	  working	  with	  the	  area	  homeless	  population,	  health	  and	  service	  needs	  they	  encounter,	  and	  resources	  available	  in	  the	  community.	  	  
• Objective	  2	  of	  the	  project	  was	  congruent	  with	  phase	  one	  of	  data	  collection.	  Homeless	  persons	  were	  surveyed	  and	  interviewed	  about	  their	  health	  and	  service	  needs,	  health	  care	  utilization,	  and	  problems	  with	  health	  care	  access.	  	  	  
• Objective	  3	  of	  the	  project	  was	  evaluated	  using	  the	  PRECEDE	  portion	  of	  the	  PRECEDE-­‐PROCEED	  model,	  the	  theoretical	  framework	  for	  the	  project.	  The	  model	  provided	  a	  framework	  for	  re-­‐organizing	  information	  to	  gain	  understanding	  of	  needs,	  contributing	  factors,	  and	  available	  community	  resources.	  	  













CHAPTER	  5.	  RESULTS	  	   Results	  are	  organized	  by	  objective	  and	  present	  the	  qualitative	  and	  quantitative	  data	  separately.	  The	  characteristics	  of	  each	  sample	  are	  described	  before	  each	  table	  of	  data.	  A	  total	  of	  156	  people	  participated	  in	  this	  project	  and	  included	  124	  surveys	  with	  consumer	  and	  service	  provider	  participants	  and	  32	  individual	  interviews	  .	  	  
Service	  Providers’	  Perspective	  on	  Homeless	  Health	  Needs	  	  	   To	  address	  objective	  one,	  individual	  interviews	  were	  conducted	  with	  shelter	  staff	  and	  health	  service	  providers.	  In	  addition,	  health	  service	  providers	  completed	  quantitative	  surveys.	  





Table	  1.	  Shelter	  Staff	  Participant	  Interview	  Themes	   	  Theme	   Description	   n=10	  Health	  Needs	  Among	  Shelter	  Residents	  
(Needs)	  	   • Many	  unmet	  needs	  • Diabetic	  cares,	  supplies	  • Acute,	  chronic	  and	  undiagnosed	  conditions	  
• Cultural	  competence	  among	  providers	  
• Dental	  
• Injury	  care	  
• Poor	  diet	  
• Pain	  treatment	  
• Rapid	  hepatitis	  testing	  
• Needle	  exchange	  program	  
• Hospice	  
• Medication	  assistance,	  storage	  
• Medical	  supplies/equipment	  
• Transitional	  level	  of	  care	  
• Safe	  place	  to	  rest,	  recuperate	  
• Infectious	  disease	  isolation	  
• Sexual	  assault	  care	  
• Support	  services	  Barriers	  to	  Health	  Care	  Access	  and	  Unmet	  Needs	  
(Contributing	  Factors)	  
• Transportation	  
• Lack	  of	  insurance,	  affordability	  of	  health	  care	  services	  
• Physical	  or	  mental	  limitations	  
• Lack	  of	  trust	  in	  health	  system	  or	  providers	  
• Inability	  to	  prioritize	  health	  care	  needs	  above	  work,	  shelter,	  meals	  
• Lack	  of	  physical	  address	  	  
• Stigma,	  discrimination	  in	  care	  
• Providers’	  judgment	  of	  what	  patient	  needs	  
• Lack	  of	  knowledge	  of	  resources	  
• Long	  wait	  for	  psychiatric	  treatment,	  specialty	  care	  
• Nurse	  at	  each	  shelter	  once	  to	  twice	  weekly	  
• Limited	  Homeless	  Health	  Clinic	  hours	  
• Application	  for	  disability	  benefits	  complex	  Needs	  for	  Respite	  Care	  
(Needs)	  
• One	  bed	  available	  at	  some	  shelters	  
• Residents	  who	  could	  benefit	  from	  respite	  care	  frequently	  to	  occasionally	  encountered	  
• Residents	  with	  conditions	  need	  to	  be	  independent	  with	  cares,	  mobile	  
• Staff	  unable	  to	  accept	  many	  patients	  from	  hospital	  due	  to	  needs	  
• Shelter	  Parish	  nurses’	  scope	  of	  practice	  excludes	  hands-­‐on	  care	  	  




Table	  1.	  Shelter	  Staff	  Participant	  Interview	  Themes	  (continued)	  Theme	   Description	   n=10	  Support	  Services	  Needed	  	  
(Needs)	  
• More	  case	  management	  
• Trauma-­‐Informed	  Care	  
• Housing	  First	  model	  
• 	  Nursing	  staff	  able	  to	  do	  hands-­‐on	  care	  
• Better	  nutrition	  
• Place	  to	  exercise	  
• More	  nursing	  staff	  
• More	  affordable	  housing	  
• More	  medical	  questions	  on	  intake	  form	  Shelter	  During	  the	  Day	  
(Contributing	  Factors)	  
• Veteran	  drop-­‐in	  center	  at	  Gladys	  Ray	  
• Churches	  United	  community	  living	  center	  
• YWCA,	  Dorothy	  Day	  residents	  may	  stay	  during	  day	  
• Salvation	  Army,	  New	  Life,	  Churches	  United	  provides	  meals	  
• Social	  Club	  	  
• Library	  
• Walk	  the	  streets	  Shelter	  During	  the	  Night	  
(Contributing	  Factors)	  
• Shelters	  first-­‐come	  first-­‐serve	  basis	  
• Church	  sheltering	  project	  
• Vehicles	  
• Streets	  
• Under	  bridges/underpasses	  
• Fence	  lines	  
• Entryways	  
• Storage	  units	  Health	  Care	  Provided	  at	  Shelters	  
(Assets)	  
• Public	  Health	  nurse	  visits	  each	  shelter	  once	  to	  twice	  weekly	  for	  hour	  
• Some	  shelter	  staff	  trained	  in	  CPR/first	  aid	  
• Nursing	  student	  screenings	  
• Immunizations	  	  
• Medications	  stored	  for	  resident	  to	  dispense	  
• Parish	  nurse	  at	  Churches	  United	  and	  YWCA	  20	  hours	  per	  week	  
• Blood	  pressure	  checks	  
• Education	  on	  health,	  available	  resources,	  appropriate	  care	  
• Tuberculosis	  testing	  Other	  Comments	  
(Contributing	  Factors)	  
• Collaboration	  among	  discharge	  planners	  and	  shelter	  staff	  strained	  
• Limited	  shelter	  resources	  
• Staff	  feel	  liable	  for	  residents’	  care	  	  
• Health	  linked	  to	  stable	  housing	  
• Staff	  try	  to	  accommodate	  when	  possible	  
• Homelessness	  increasing	  in	  area,	  many	  newly	  homeless	  
• Substance	  abuse	  a	  cause	  or	  effect	  of	  homelessness	  	  
• Staff	  members	  may	  act	  as	  liaison	  for	  residents	  












	   Some	  participants	  also	  discussed	  the	  need	  for	  sexual	  assault	  care	  among	  female	  residents	  who	  often	  do	  not	  report	  the	  assault.	  Shelter	  staff	  were	  said	  to	  deal	  internally	  with	  issues	  related	  to	  rape	  and	  abuse	  crises.	  	  








traumatization.	  Assaulted	  residents	  will	  turn	  to	  shelter	  staff	  for	  support,	  and	  staff	  struggle	  to	  advocate	  for	  the	  residents.	  	  	   “We’ll	  have	  people	  that	  come	  and	  maybe	  they’ve	  just	  been	  abused,	  and	  I	  want	  them	  	   to	  be	  assessed	  because	  there’s	  no	  provider	  here.	  Sometimes	  they’re	  afraid	  to	  go	  out,	  	   thinking	  they’re	  abuser’s	  going	  to	  see	  them,	  if	  they	  have	  a	  car.	  And	  to	  send	  them	  on	  a	  	   bus	  is	  scary,	  too,	  because	  they	  maybe	  have	  never	  ridden	  a	  bus,	  they	  don’t	  even	  know	  	   where	  they’re	  going,	  they’re	  afraid…”	  	   	   	   	   	   	   	   	   -­‐female	  shelter	  staff	  participant	  	   	  	   One	  participant	  talked	  about	  the	  difficulty	  of	  application	  for	  disability	  benefits	  and	  the	  barrier	  of	  lacking	  a	  physical	  address.	  She	  told	  a	  story	  of	  one	  female	  resident	  who	  had	  applied	  for	  benefits	  and	  was	  not	  receiving	  the	  mail	  she	  needed	  to	  continue	  the	  application	  process.	  Her	  mail	  was	  being	  sent	  to	  her	  old	  residence	  where	  her	  abuser	  lived,	  who	  was	  not	  forwarding	  her	  mail.	  She	  was	  subsequently	  denied	  benefits	  because	  she	  did	  not	  maintain	  the	  needed	  contact	  to	  complete	  the	  process.	  Two	  participants	  recognized	  depression	  among	  residents	  when	  challenged	  to	  overcome	  barriers	  to	  meeting	  needs.	  	   “It	  is	  very	  challenging,	  I	  feel	  like	  a	  lot	  of	  these	  ladies	  have	  so	  many	  barriers,	  and	  	   they	  might	  overcome	  one,	  and	  then	  that	  pops	  up	  another	  one…three	  steps	  forward	  	   and	  two	  back,	  you	  know,	  and	  you	  can	  just	  see	  it	  literally	  on	  their	  faces	  sometimes,	  	   they	  just	  start	  to	  fade,	  like,	  their	  energy	  level	  is…they’re	  just	  done,	  just	  used	  up,	  they	  	   can’t	  do	  any	  more	  work…”	  	   	   	   	   	   	   	   	   -­‐female	  shelter	  staff	  participant	  	   	  	   Respite	  Care	  Needs	  








in	  the	  stimulating	  shelter	  environment.	  Participants	  said	  mental	  health	  needs	  are	  often	  tied	  to	  residents’	  medical	  state	  and	  any	  chronic	  health	  conditions	  they	  may	  have.	  They	  made	  the	  point	  that	  normally	  sick	  persons	  have	  a	  home	  to	  be	  discharged	  to	  recuperate	  from	  illness,	  and	  there	  is	  currently	  no	  alternative	  in	  the	  community.	  	  	   Health	  Care	  Provided	  at	  Shelters	  




	   Support	  Services	  Needed	  








	   “It’s	  a	  combination	  of	  the	  economy…we	  are	  getting	  folks	  from	  all	  over	  the	  	   country…they’ve	  [sheriff	  department]	  been	  sending	  them	  either	  to	  Bismarck	  or	  	   Fargo…if	  you	  don’t	  have	  work	  you	  don’t	  have	  housing…you’re	  gonna	  be	  on	  the	  	   street,	  which	  is	  a	  community	  issue…there	  was	  a	  story	  about	  other	  sheriffs…sending	  	   men	  here…so	  it’s	  not	  that	  folks	  are	  necessarily	  always	  choosing	  to	  come	  here,	  	   there’s	  a	  lot	  of	  reasons…back-­‐migration	  now	  of	  going	  out	  there,	  can’t	  find	  work,	  or	  	   that	  I	  did	  find	  work,	  the	  realization	  that	  I	  might	  be	  making	  more	  money,	  but	  housing	  	   costs	  so	  much	  more,	  so	  percentage	  wise	  I’m	  really	  not	  that	  far	  ahead…and	  housing	  	   out	  that	  way	  is	  a	  huge	  issue…nonexistent…looking	  at	  our	  statistics…January	  through	  	   August,	  of	  the	  new	  check-­‐ins	  who	  came	  here,	  41%	  said	  they’d	  been	  homeless	  for	  1	  	   month	  or	  less…the	  wave	  of	  folks	  that	  we’re	  seeing	  now	  a	  lot	  of	  new	  homeless…	  ”	  	   	   	   	   	   	   	   	   -­‐male	  shelter	  staff	  participant	  	  	   One	  participant	  suggested	  the	  need	  for	  lenient	  landlords	  who	  would	  allow	  residents	  with	  a	  section	  eight	  voucher,	  and	  the	  apartment	  vacancy	  rate	  in	  the	  Fargo	  area	  is	  currently	  two	  percent.	  Shelter	  residents	  are	  often	  allowed	  to	  stay	  beyond	  the	  time	  frame	  allowed	  when	  waiting	  for	  housing.	  The	  waiting	  list	  for	  housing	  was	  reported	  to	  take	  six	  months	  to	  two	  years.	  	  	   Shelter	  Options	  During	  the	  Day	  and	  Night	  








	   units…if	  you	  were	  to	  just	  hang	  out	  down	  here	  on	  the	  corner	  and	  just	  sit	  for	  a	  minute,	  	   and	  all	  of	  a	  sudden	  people	  just	  seem	  to	  come	  right	  up	  out	  of	  the	  ground,	  it’s	  like,	  	   where’d	  you	  just	  come	  from…that’s	  why.”	  
	   	   	   	   	   	   	   	   -­‐female	  shelter	  staff	  participant	  
Health	  Service	  Staff	  Interview	  Data	  	   Two	  data	  collection	  methods	  were	  used	  with	  health	  service	  providers.	  A	  total	  of	  14	  health	  service	  providers	  were	  interviewed	  individually	  or	  as	  a	  group	  based	  on	  participants’	  preference.	  All	  participants	  interviewed	  were	  female,	  and	  included	  registered	  nurses,	  case	  managers,	  and	  social	  workers.	  Interviews	  lasted	  from	  about	  20	  minutes	  to	  90	  minutes,	  and	  the	  researcher	  allowed	  time	  for	  additional	  discussion.	  Health	  service	  staff	  participants’	  responses	  are	  categorized	  in	  the	  table	  below	  and	  follow	  the	  same	  format.	  	  
Table	  2.	  Health	  Service	  Staff	  Participant	  Interview	  Themes	  	  	  Theme	   Description	  	  	  	  	  	   n=14	  Health	  Needs	  Encountered	  
(Needs)	  
• Similar	  to	  general	  population	  	  
• Counseling	  
• Rehabilitation,	  life	  skills	  training	  
• Sub-­‐acute	  needs	  
• Isolation	  for	  infectious	  disease	  
• Comorbid	  conditions	  
• Co-­‐occurring	  mental	  illness	  and	  chemical	  dependency	  
• Primary	  care/consistent	  care	  
• Dental	  care	  
• Prescription	  assistance	  




• Difficulty	  coordinating	  care	  
• Lack	  of	  insurance/finances	  
• Diminished	  self	  worth	  
• Fear	  of	  judgment	  
• Mental,	  physical	  limitations	  
• Substance	  abuse	  
• Limited	  hours	  at	  Homeless	  Health	  Clinic	  
• Prevalence	  of	  treatment	  first	  principles	  
• Limited	  access	  to	  substance	  abuse	  treatment	  in	  ND	  and	  MN	  
• Lack	  of	  trust	  in	  providers	  
• Inability	  to	  prioritize	  health	  care	  
• Lack	  of	  life	  skills	  
• Societal	  views	  of	  homelessness	  
• Stigmatization	  
• Long	  waiting	  lists	  for	  psychiatric	  care	  
• Limited	  affordable	  housing	  




Table	  2.	  Health	  Service	  Staff	  Participant	  Interview	  Themes	  (continued)	  Theme	   Description	   n=14	  Discharge	  Planning	  
(Contributing	  
Factors)	  
• Difficult	  to	  place	  	  
• Often	  need	  cares	  beyond	  shelter	  capabilities	  
• Detox/crisis	  center	  if	  intoxicated	  
• Bus	  station	  
• Estrangement	  from	  family	  	  
• Shelters,	  often	  full	  
• Shelter	  staff	  hesitant	  to	  accept	  discharged	  patients	  
• Delayed	  discharge	  
• No	  transitional	  level	  of	  care	  available	  
• Difficulty	  securing	  medical	  supplies	  
• Home	  needed	  to	  provide	  home	  services	  Services	  Available	  
(Assets)	  
• Psychiatric	  agencies,	  outreach	  
• Public	  Health	  clinic	  services,	  street	  outreach	  
• Prescription	  assistance	  programs,	  limited	  access	  
• Shelters,	  church	  sheltering	  project	  
• Salvation	  Army	  
• Hospital	  services	  
• Detox	  centers	  
• HERO	  
• Housing	  assistance	  programs,	  referrals	  
• State/Federal	  programs	  if	  meet	  criteria	  
• Substance	  abuse	  treatment	  programs,	  limited	  access	  Services	  Needed	  
(Needs)	   • Transitional	  level	  of	  medical	  care	  • Hands-­‐on	  nursing	  care,	  more	  staff	  in	  shelters	  • Shelter	  case	  management	  
• Long-­‐term	  care	  
• Trauma-­‐Informed	  Care/Harm	  Reduction	  training	  	  
• Housing	  First	  model	  
• More	  affordable	  housing	  Respite	  Needs	  
(Needs)	   • Frequent	  need	  among	  homeless	  patients,	  residents	  • Shelters	  unable	  to	  provide	  step-­‐down	  level	  of	  care	  • Many	  sub-­‐acute	  care	  needs	  
• Risks	  for	  readmission	  without	  transitional	  care/recuperation	  




chronic	  conditions.	  Some	  participants	  said	  homeless	  health	  needs	  are	  similar	  to	  those	  of	  the	  general	  population	  but	  with	  significantly	  more	  barriers	  to	  managing	  their	  health.	  	  	   “…I	  think	  their	  healthcare	  needs	  are	  just	  like	  the	  healthcare	  needs	  of	  anybody	  	   else,	  the	  only	  difference	  is,	  I	  think,	  managing…they	  have	  a	  more	  difficult	  time	  	   managing…if	  you	  and	  I	  were	  on	  multiple	  medications	  for	  a	  complex	  condition	  	   like	  diabetes,	  we	  would	  have	  the	  where-­‐with-­‐all,	  the	  support	  at	  home,	  and	  	   education…and	  it	  would	  still	  be	  hard	  for	  us	  to	  manage…a	  lot	  of	  mental	  illness,	  	   though…I	  would	  be	  90	  percent	  of	  homeless	  people	  have	  some	  sort	  of	  mental	  illness	  	   they’re	  dealing	  with…”	  	   	   	   	   	   	   	   	   -­‐female	  health	  service	  participant	  	  	  	   Medical	  needs	  of	  homeless	  patients	  were	  said	  to	  be	  more	  complex	  and	  increasing,	  and	  the	  ability	  to	  get	  comorbid	  issues	  treated	  is	  limited.	  	  	   “Seems	  like	  we	  have	  issues	  all	  the	  time,	  especially	  someone	  just	  needing	  a	  couple	  	   days	  worth	  of	  antibiotics,	  or	  something	  that	  they	  can’t	  go	  to	  the	  shelter	  because	  	   there	  isn’t	  a	  nurse	  there	  long	  enough	  to	  help	  assist	  them…there’s	  always	  a	  need.	  	   Something	  simple,	  too,	  just	  to	  get	  oxygen	  for	  a	  couple	  days…keep	  their	  O2	  	   saturations	  up	  after	  getting	  over	  a	  pneumonia,	  that’s	  really	  common.	  However,	  it’s	  	   really	  frowned	  upon	  in	  the	  local	  shelters.	  I	  find	  isolation	  and	  any	  infectious	  disease	  	   to	  be	  a	  barrier	  sometimes.	  It	  used	  to	  be,	  10	  years	  	  ago	  when	  I	  started	  here,	  the	  big	  	   thing	  was,	  ‘are	  they	  HIV	  positive?’	  But	  now	  we’re	  talking,	  you	  know,	  CRE,	  KPC,	  	   MRSA,	  CDIFF,	  and	  we	  have	  these	  bigger	  superbugs	  that	  are	  becoming	  so	  much	  more	  	   commonplace…so	  it	  becomes	  something	  as	  simple	  as	  changing	  your	  socks	  or	  	   showering	  in	  a	  homeless	  shelter	  can	  become	  an	  infection	  problem…I	  find	  the	  	   problems	  are	  getting	  bigger	  and	  bolder	  around	  here,	  with	  the	  shelters	  being	  full,	  and	  	   the	  medical	  things…even	  a	  wound	  vac	  for	  a	  week	  becomes	  an	  issue…they’re	  more	  	   complex	  patients	  that	  are	  being	  discharged	  to	  the	  shelters…”	  	   	   	   	   	   	   	   -­‐female	  health	  service	  participants	  	  	   “Definitely	  the	  complexity	  is	  growing,	  and	  the	  volume	  is	  growing…and	  the	  ability	  to	  	   get	  their	  comorbid	  conditions	  treated.	  You	  know,	  a	  lot	  of	  these	  people	  	  have	  	   secondary	  addiction	  and	  mental	  health	  issues,	  and	  you	  can’t	  get	  them	  in	  on	  either	  	   side	  of	  the	  border	  to	  see	  mental	  health	  professionals	  anymore.	  	  Everything	  is	  being	  	   offset	  to	  Family	  HealthCare,	  and	  they’re	  exhausted,	  I	  mean	  they	  can’t	  get	  it	  done…A	  	   lot	  of	  service	  providers	  feel	  that	  the	  mentally	  ill	  and	  the	  chemically	  dependent	  are,	  	   of	  course,	  there’s	  the	  balance	  of,	  is	  the	  treatment	  being	  sought	  for	  the	  purpose	  of	  	   housing?	  So	  then	  we	  have	  a	  lot	  of	  denials	  for	  the	  homeless	  population	  that	  maybe	  	   wouldn’t	  be	  denied	  if	  they	  had	  a	  place	  to	  go	  afterwards.”	  	   	   	   	   	   	   	   -­‐female	  health	  service	  participants	  




	   The	  frequency	  of	  encounters	  with	  homeless	  patients	  varied	  and	  depended	  on	  work	  setting,	  role,	  and	  time	  of	  year.	  Participants	  reported	  that	  homeless	  persons	  seek	  care	  at	  Sanford	  Health	  more	  often	  than	  Essentia	  Health,	  likely	  due	  to	  location.	  During	  the	  winter,	  more	  needs	  are	  seen	  among	  homeless	  patients	  with	  conditions	  exacerbated	  by	  cold,	  such	  as	  congestive	  heart	  failure,	  chronic	  obstructive	  pulmonary	  disease,	  hypothermia,	  and	  loss	  of	  digits.	  Emergency	  room	  staff	  members	  encounter	  homeless	  patients	  daily,	  whereas	  encounters	  are	  occasional	  to	  weekly	  on	  general	  floors.	  Typical	  needs	  for	  hospitalization	  were	  said	  to	  be	  for	  complications	  of	  uncontrolled	  conditions.	  Emergency	  room	  visits	  were	  said	  to	  often	  be	  for	  medication	  needs,	  exposure	  to	  cold,	  or	  detoxification,	  though	  many	  visits	  are	  also	  for	  food	  and	  temporary	  shelter.	  Homeless	  patients	  were	  reported	  to	  seek	  health	  care	  sporadically	  or	  for	  emergent	  needs,	  and	  may	  not	  see	  a	  primary	  provider.	  Participants	  stressed	  the	  need	  for	  homeless	  patients	  to	  be	  connected	  to	  a	  regular	  provider	  to	  shift	  away	  from	  crisis-­‐driven	  care.	  
	   Barriers	  to	  Health	  Care	  Access	  








	   Other	  barriers	  identified	  among	  participants	  included	  limited	  access	  to	  appropriate	  substance	  abuse	  treatment	  services.	  One	  participant	  discussed	  the	  programs	  available	  for	  homeless	  persons	  with	  co-­‐occurring	  mental	  illness	  and	  chemical	  dependency	  in	  contrast	  to	  the	  limited	  resources	  for	  those	  with	  chemical	  dependency	  alone.	  Harm	  reduction	  principles	  were	  said	  to	  be	  used	  with	  those	  dually	  diagnosed	  persons,	  but	  only	  traditional	  sobriety-­‐based	  programs	  are	  available	  for	  substance	  abuse	  treatment,	  which	  was	  said	  to	  be	  ineffective.	  Some	  homeless	  persons	  have	  never	  been	  engaged	  in	  substance	  abuse	  treatment	  services.	  	  	   Discharge	  Planning	  




	   A	  participant	  stated	  roughly	  90	  percent	  of	  homeless	  persons	  seek	  care	  in	  the	  emergency	  room	  for	  medication	  refills	  or	  are	  found	  on	  the	  street	  or	  in	  a	  park.	  Other	  reasons	  homeless	  persons	  access	  care	  in	  the	  emergency	  room	  included	  food	  and	  temporary	  shelter.	  	  	   Other	  participants	  said	  hospital	  discharge	  may	  be	  delayed	  if	  an	  appropriate	  place	  is	  not	  available,	  and	  length	  of	  hospital	  stay	  was	  said	  to	  be	  longer.	  	  	   “We	  could	  just	  all	  confirm	  it’s	  [length	  of	  hospital	  stay]	  longer.	  If	  they	  need	  	   assistance	  or	  services,	  it	  will	  be	  longer.	  We	  don’t	  have	  programs	  designed	  for	  	   homeless	  after	  care.	  And	  weather	  does	  make	  a	  difference	  on	  that.	  You	  just	  can’t	  	   send	  somebody	  out	  with	  no	  clothes,	  no	  home,	  and	  no	  plan	  when	  it’s	  twenty	  below	  	   out.	  You	  have	  to	  at	  least	  try	  to	  come	  up	  with	  some	  way	  to	  help.	  	  	   	   	   	   	   	   	   	   -­‐female	  health	  service	  participants	  	  	   Housing	  status	  is	  not	  specifically	  assessed	  beyond	  nursing	  admission	  form	  questions,	  and	  some	  patients	  provide	  a	  post	  office	  box	  number	  or	  shelter	  address.	  Hospital	  admissions	  of	  patients	  who	  are	  homeless	  are	  also	  not	  tracked	  due	  to	  the	  lack	  of	  admission	  questions	  that	  would	  trigger	  an	  assessment	  as	  homeless.	  No	  formal	  discharge	  protocols	  are	  currently	  in	  place	  for	  homeless	  patients	  but	  are	  being	  developed.	  	  
	   Supportive	  Services	  Available	  




	   challenge	  for	  us…we	  have	  cab	  vouchers…ten	  dollar	  Wal-­‐Mart	  gift	  cards…we’re	  able	  	   to	  give	  some	  medications	  through	  our	  Friends	  of	  the	  Family	  fund…again,	  it’s	  	   transportation…we	  do	  whatever	  we	  can	  with	  community	  projects…”	  	   	   	   	   	   	   	   	   -­‐female	  health	  service	  participants	  	  	   “Starting	  with	  a	  new	  patient…through	  our	  grant	  we	  are	  required	  to	  provide	  	   assessment	  and	  options	  for	  mental	  health	  and	  substance	  abuse.	  With	  the	  spread	  of	  	   Housing	  First	  models…we	  also	  now	  incorporate	  that	  housing	  assessment	  at	  the	  first	  	   visit…I	  have	  an	  intake	  that	  I	  do	  with	  them	  to	  figure	  out	  where	  they’re	  staying,	  how’d	  	   they	  end	  up	  there,	  how	  long	  have	  they	  been	  there,	  what	  kind	  of	  history	  do	  they	  have	  	   as	  far	  as	  criminal	  or	  psychiatric…my	  approach	  is	  Harm	  Reduction,	  so	  it’s	  very	  	   engagement	  related,	  meeting	  them	  where	  they’re	  at,	  so	  whatever	  they	  think	  is	  	   important	  to	  them	  might	  not	  be	  the	  same	  things	  that	  we	  see	  as	  important	  to	  them,	  	   and	  just	  starting	  to	  work	  with	  them	  there…earning	  trust	  and	  building	  a	  relationship	  	   so	  that	  down	  the	  road	  we	  can	  address	  those	  other	  things	  as	  well…we	  have	  	   relationships	  with	  service	  providers	  in	  the	  community…so	  we	  can	  get	  people	  	   connected…	  	   	   	   	   	   	   	   	   -­‐female	  health	  service	  participant	  	  	   Homeless	  Health	  Services	  staff	  members	  were	  reported	  to	  work	  closely	  with	  Public	  Health	  staff	  members	  to	  provide	  testing	  for	  tuberculosis	  and	  immunizations,	  and	  a	  nurse	  from	  Homeless	  Health	  Services	  performs	  street	  outreach.	  Additionally,	  residents	  in	  permanent	  supportive	  housing	  such	  as	  Cooper	  House	  receive	  health	  education	  in	  a	  group	  and	  individual	  setting,	  and	  a	  nurse	  assists	  with	  minor	  cares	  and	  medication	  management	  20	  hours	  per	  week.	  	  Residents	  who	  need	  surgery	  may	  quality	  for	  Sanford	  Health’s	  Community	  Care	  program	  we	  well.	  	  	   Supportive	  Services	  Needed	  








admitted	  repeatedly	  for	  severe	  hypertension.	  He	  was	  said	  to	  exhibit	  volatile	  behavior	  in	  public	  settings	  and	  swallow	  batteries,	  and	  could	  not	  be	  committed	  to	  any	  sort	  of	  institution	  because	  he	  was	  not	  considered	  a	  direct	  threat	  to	  himself	  or	  others.	  	  
	   Respite	  Care	  Needs	  









Health	  Service	  Staff	  Survey	  Data	  	   A	  total	  of	  29	  health	  service	  staff	  members	  responded	  to	  a	  written	  survey	  at	  Sanford	  Health	  and	  Essentia	  Health.	  Sixteen	  participants	  were	  employed	  in	  the	  ER	  setting,	  eleven	  were	  employed	  in	  case	  management,	  and	  two	  were	  employed	  in	  the	  critical	  care	  setting.	  Most	  participants	  identified	  themselves	  as	  registered	  nurses	  working	  the	  day	  shift.	  	  
Table	  3.	  Health	  Service	  Staff	  Sample	  Characteristics	  	  
	  	  Characteristics	   	   	   	   	   	   	   	   n(%)	  	   n=29	  	  Department	  (n=29)	  	   Emergency	   	   	   	   	   	   	   	   16(55%)	  	  	  	  	  	   Critical	  Care	  Services	   	   	   	   	   	   2	  (7%)	  	   Case	  Management	   	   	   	   	   	   	   11	  (38%)	  _______________________________________________________________________________________________	   	  Role	  (n=29)	  	   Registered	  Nurse	   	   	   	   	   	   	   21	  (72%)	  	   Social	  Worker	   	   	   	   	   	   	   6	  (21%)	  	   Case	  Manager	  	   	   	   	   	   	   	   1	  (3%)	  	   Paramedic	   	   	   	   	   	   	   	   1	  (3%)	  _______________________________________________________________________________________________	  Shift	  Worked	  (n=29)	  	   Day	   	   	   	   	   	   	   	   	   19	  (66%)	  	   Night	   	   	   	   	   	   	   	   	   4	  (14%)	  	   Rotating	   	   	   	   	   	   	   	   6	  (21%)	  

























Table	  4.	  Health	  Service	  Staff	  Survey	  Data	  (continued)	  	  	  Care	  for	  Homeless	  Patients	   (Needs,	  Contributing	  Factors)	   	   	   n(%)	   n=29	  	  Barriers	  to	  Discharge	  (n=28)	  
• No	  safe	  place	  to	  discharge	  
• No	  finances	  or	  insurance	  
• No	  family	  or	  support	  
• No	  transportation	  
• Shelters	  unable	  to	  accommodate	  medical	  needs/are	  full	  	  
• Most	  shelters	  do	  not	  accept	  intoxicated	  patients	  	  
• Noncompliance	  with	  treatment	  	   	  
• Unwillingness	  to	  go	  to	  shelter	  or	  leave	  facility	  	  
• Winter	  weather	  	  
• Personality	  conflicts	  	  
• No	  follow-­‐up	  	  
• Extra	  time	  needed	  to	  place	  	  
• Language	  barriers	  	  
• Requirement	  for	  guardianship	  without	  anyone	  to	  accept	  	  
• Difficulty	  attaining	  medications	  and	  medical	  supplies	  	  
• Case	  management	  not	  readily	  available	  	  
• Lack	  of	  patient	  information	  _______________________________________________________________________________________________	  	  Discharge	  Delayed	  (n=29)	  	   More	  than	  once	  a	  week	   	   	   	   	   	   2	  (7%)	  	   Once	  a	  week	   	   	   	   	   	   	   	   3	  (10%)	  	   Once	  a	  month	   	   	   	   	   	   	   	   9	  (31%)	  	   Once	  every	  few	  months	   	   	   	   	   	   5	  (17%)	  	   Once	  a	  year	   	   	   	   	   	   	   	   1	  (3%)	  	   Less	  than	  once	  a	  year	   	   	   	   	   	   	   8	  (26%)	  	   Don’t	  know	   	   	   	   	   	   	   	   1	  (3%)	  _______________________________________________________________________________________________	  Discharge	  Location	  (n=15)	  
• Shelters	  	  
• Detox	  	  
• Nursing	  home	  	  







Table	  4.	  Health	  Service	  Staff	  Survey	  Data	  (continued)	  	  	  Care	  for	  Homeless	  Patients	   (Needs,	  Contributing	  Factors)	   	   	   n(%)	   n=29	  	  Resources	  Referred	  (n=26)	  (Assets)	  
• Transportation	  	  
• Case	  Management	  
• County	  Social	  Services	  
• Homeless	  Health	  Services	  
• Family	  HealthCare	  	  
• Shelters,	  Detox	  
• Rape	  &	  Abuse	  Crisis	  Center	  
• Public	  Health	  
• Psychiatric	  Services	  
• Salvation	  Army	  
• Nursing	  home	  	  
• Home	  Health	  
• WIC	  	  
• VA	  
• Parish	  nursing	  
• Prescription	  coverage	  	  







Table	  4.	  Health	  Service	  Staff	  Survey	  Data	  (continued)	  	  	  Care	  for	  Homeless	  Patients	   (Needs,	  Contributing	  Factors)	   	   	   n(%)	   n=29	  	  Needs	  Upon	  Discharge	  (n=29)	  	   Rest	   	   	   	   	   	   	   	   	   24	  (83%)	  	   Medication	  management	   	   	   	   	   	   22	  (76%)	  	   Dressing	  changes,	  nursing	  cares	   	   	   	   	   19	  (66%)	  	   Coordination	  of	  follow-­‐up	  care	  	   	   	   	   	   24	  (83%)	  	   Transportation	  to	  follow-­‐up	  appointments	   	   	   	   21	  (72%)	  	   Help	  accessing	  insurance/benefits	   	   	   	   	   20	  (69%)	  	   Oxygen	  	   	   	   	   	   	   	   	   10	  (34%)	  	   IV	  therapy	   	   	   	   	   	   	   	   13	  (45%)	  	   Health	  Education	   	   	   	   	   	   	   22	  (76%)	  	   Other	  needs*	  	   	   *Rehab	  (life	  skills),	  Home	  Health,	  PT,	  OT,	  Hospice,	  Diabetic	  	   	  	   education,	  wound	  care,	  24-­‐hour	  supervision,	  anticoagulation	  	  injections,	  long-­‐term	  	   antibiotics	  _______________________________________________________________________________________________	  Patient	  Conditions	  (n=29)	  	   Physical	  illness	  or	  injury	   	   	   	   	   	   19	  (66%)	  	   Mental	  illness	   	   	   	   	   	   	   	   24	  (83%)	  	   Chemical	  dependency	   	   	   	   	   	   	   28	  (97%)	  _______________________________________________________________________________________________	  Diagnostic	  Related	  Group	  [DRG]	  Codes	  Used	  (n=26)	  	   Yes	   	   	   	   	   	   	   	   	   16	  (55%)	  	   DRG	  report	  created	  (n=16)	   	   	   	   	   	   4	  (14%)	  _______________________________________________________________________________________________	  Sobriety	  Not	  Required	  if	  Respite	  Patient	  (n=29)	  	   Less	  than	  50%	  	   	   	   	   	   	   	   7	  (24%)	  	   About	  50%	   	   	   	   	   	   	   	   13	  (45%)	  	   More	  than	  50%	   	   	   	   	   	   	   9	  (31%)	  	  _______________________________________________________________________________________________	  Other	  Comments	  (Needs,	  Contributing	  Factors)	  
• Population	  often	  see	  as	  not	  following	  through	  but	  lack	  of	  finances,	  transportation	  to	  follow-­‐up	  appointments	  are	  barriers	  
• Glad	  this	  is	  being	  looked	  into	  
• Need	  shelters	  open	  24	  hours	  per	  day	  and	  accepting	  intoxicated	  persons	  
• See	  a	  lot	  of	  injuries	  versus	  medical	  needs	  for	  care	  
• Need	  more	  case	  managers	  in	  community	  
• Many	  homeless	  patients	  have	  addictions	  that	  cause	  traumatic	  brain	  and	  spinal	  cord	  injuries	  	  
• Often	  no	  family	  or	  financial	  support	  
• Area	  has	  limited	  appropriate	  services	  
• Uninformed	  or	  limited	  experience	  




	   	   	   	   	   	   	  	  	   Care	  for	  Homeless	  Patients	  	   Two-­‐thirds	  of	  the	  sample	  considered	  their	  hospital	  census	  to	  be	  full	  or	  over	  capacity.	  Most	  participants	  reported	  encountering	  homeless	  patients	  more	  than	  once	  a	  week,	  and	  the	  majority	  were	  said	  to	  be	  homeless	  men.	  Many	  participants	  were	  unsure	  or	  denied	  knowledge	  of	  specific	  discharge	  policies	  in	  place	  for	  homeless	  patients,	  and	  most	  viewed	  the	  discharge	  of	  homeless	  patients	  as	  difficult.	  Barriers	  to	  discharge	  reported	  by	  participants	  are	  illustrated	  in	  Table	  4	  and	  characterize	  a	  lack	  of	  sufficient	  resources.	  Delay	  of	  discharge	  was	  reported	  to	  be	  mostly	  once	  per	  month,	  and	  the	  majority	  of	  participants	  reported	  discharging	  homeless	  patients	  to	  shelters.	  Two-­‐thirds	  of	  participants	  felt	  that	  homeless	  patients	  are	  typically	  not	  well,	  though	  mostly	  recovered	  upon	  discharge.	  	  	   Respite	  Needs	  































Table	  5.	  Consumer	  Participant	  Interview	  Themes	   	  	  Theme	   Description	   n=8	  Usual	  Place	  for	  Health	  Care	  &	  Emergency	  Room	  Use	  
(Contributing	  Factors,	  Assets)	  
• Family	  HealthCare	  clinic,	  Homeless	  Health	  Services	  clinic	  most	  reported	  
• VA	  
• Emergency	  room	  use	  rare	  to	  occasional	  Health	  Status	  
(Contributing	  Factors)	  
• Fair	  to	  poor	  
• Some	  medical	  and	  mental	  health	  issues	  being	  treated,	  others	  not	  
• Waiting	  for	  surgery,	  concern	  	  
• Quality	  of	  life	  impairment	  
• Inability	  to	  work	  related	  to	  medical	  issues	  Hospitalization	  	  
(Contributing	  Factors)	  
• Medical	  reasons	  
• Detoxification	  	  
• Some	  evidence	  of	  disrespectful	  treatment	  Discharge	  Location	  
(Contributing	  Factors,	  Assets)	  
• Friends,	  family	  if	  available	  
• Motel,	  Single	  Room	  Occupancy,	  or	  shelter	  Barriers	  to	  Health	  Care	  
(Contributing	  Factors)	  
• Lack	  of	  insurance	  or	  funds	  for	  treatment	  
• Difficulty	  getting	  transportation	  
• Trying	  to	  find	  or	  maintain	  a	  job	  before	  addressing	  medical	  needs	  Unmet	  Health	  Needs	  
(Needs)	  
• Most	  health	  needs	  met	  at	  FHC	  and	  HHS	  
• Medication	  coverage	  
• Treatment	  or	  surgery	  
• Rehabilitation	  after	  stroke	  
• Pain	  management	  
• Transportation	  
• Eyeglasses	  Other	  Comments	  
(Contributing	  Factors)	   • Homelessness	  due	  to	  medical	  reasons,	  family	  dynamics,	  economic/job	  related,	  substance	  abuse	  
• Desire	  to	  get	  “back	  to	  normal	  life”	  and	  find	  work	  
• Lack	  of	  family	  or	  support	  system	  
• Focus	  on	  ability	  to	  survive	  
• Estrangement	  from	  family	  
	  
	   Usual	  Place	  for	  Care	  and	  ER	  Use	  




	   “I	  used	  to	  before	  this	  place	  I’d	  just	  go	  to	  the	  emergency	  room,	  and	  a	  lot	  of	  people	  still	  	   do.	  I	  used	  to	  use	  it	  [ER]	  once	  a	  month	  for	  meds,	  now	  never.”	  	   	   	   	   	   	   	   	   -­‐male	  consumer	  participant	  	   	  	   “Once	  in	  a	  while	  because	  it’s	  hard	  for	  me	  to	  breath	  because	  I	  go	  to	  dialysis	  four	  	   times	  a	  week,	  and	  too	  much	  fluid	  build	  up	  in	  me…so	  they	  keep	  me	  overnight…”	  	   	   	   	   	   	   	   	   -­‐female	  consumer	  participant	  	  	   “Usually	  I	  am	  working	  and	  go	  the	  clinics	  and	  things	  like	  that…I	  came	  up	  here	  	   because	  I	  was	  having	  some	  problems…I	  go	  to	  Homeless	  Health…they	  know	  me	  	   pretty	  well	  there.	  If	  something’s	  going	  on	  with	  me	  and	  I’m	  getting	  worse	  and	  	  worse,	  	   I	  go	  there	  every	  two	  months	  to	  get	  antibiotics	  and	  mostly	  because	  of	  my	  ears…”	  	   	   	   	   	   	   	   	   -­‐male	  consumer	  participant	  	   	  	   Most	  participants	  reported	  utilizing	  ER	  services	  once	  or	  twice	  a	  year	  for	  problems	  associated	  with	  ongoing	  health	  issues.	  Some	  also	  reported	  seeing	  a	  primary	  care	  provider	  at	  Family	  HealthCare.	  	  	   Health	  Status	  




	  	   “Oh	  it’s	  [health	  status]	  better,	  I	  mean,	  because	  of	  Family	  Health…they	  have	  made	  it	  a	  	   lot	  better	  for	  me,	  you	  know,	  working	  with	  me…for	  a	  while	  there	  they	  had	  me	  going	  	   every	  day…they	  have	  done	  a	  lot	  of	  good	  things…I’m	  trying	  to	  get	  back	  to	  somewhat	  a	  	   normal	  life…pluggin’	  away,	  waiting	  to	  see	  if	  I’m	  gonna	  get	  disability	  or	  not,	  ‘cause	  	   they	  told	  me	  I	  can’t	  work…last	  time	  they	  checked	  me	  for	  congestive	  heart	  failure,	  	   they	  said	  I’m	  very	  high	  risk…I	  do	  have	  it	  checked	  at	  least	  three	  or	  four	  times	  a	  	   week…I’m	  very	  cautious	  about	  what	  I	  eat,	  no	  sodium…my	  favorite,	  dill	  pickles,	  and	  I	  	   can’t	  eat	  ‘em…	  	   	   	   	   	   	   	   	   -­‐male	  consumer	  participant	  	  	   Most	  of	  participants’	  health	  issues	  were	  currently	  being	  managed,	  while	  others	  were	  waiting	  or	  chosen	  not	  to	  be	  addressed.	  Many	  participants	  reported	  working	  with	  a	  primary	  care	  provider	  and	  a	  case	  manager	  to	  address	  their	  health	  needs.	  	  	   “…can’t	  afford	  surgery…if	  it	  [back,	  herniated	  disc]	  goes	  out,	  I’m	  through,	  you	  know	  	   what	  I	  mean,	  I’m	  not	  gonna	  be	  able	  to	  go	  to	  work	  or	  anything…they	  said	  if	  it	  bothers	  	   me	  again	  they’ve	  got	  in	  on	  record,	  you	  know…then	  they	  can	  look	  it	  up…I	  had	  an	  MRI	  	   and	  all	  that	  junk…	  	   	   	   	   	   	   	   	   -­‐male	  consumer	  participant	  	  	   “…and	  pain	  medication	  for	  my	  shoulder	  which	  I	  dislocated	  a	  couple	  years	  ago,	  	   and	  they	  wanted	  to	  send	  me	  to	  Omaha	  to	  get	  surgery,	  you	  know…I’m	  kind	  of	  at	  	   a	  lack	  of	  funds,	  and	  I	  don’t	  want	  to	  go	  all	  the	  way	  to	  Omaha,	  need	  some	  money	  	   to	  cover	  myself…so	  I’m	  trying	  to	  tough	  it	  out,	  you	  know,	  see	  if	  my	  shoulder	  gets	  	   any	  better.	  It	  hasn’t	  came	  out	  in	  a	  while,	  but	  I	  did	  daily	  labor	  a	  week	  ago…still	  	   kinda	  sore…”	  	   	   	   	   	   	   	   	   -­‐male	  consumer	  participant	  	   	  	   Hospitalizations	  




	   “…the	  last	  two	  years	  I’m	  just	  wore	  out…I	  think	  they	  could’ve	  done	  better…my	  	   congestive	  heart	  failure,	  that	  was	  in	  April	  of	  2011,	  at	  that	  time	  they	  took	  pretty	  	   good	  care	  of	  me.	  When	  I	  had	  my	  stroke,	  basically	  they	  in	  a	  couple	  days,	  they	  	   wanted	  me	  out	  of	  that	  hospital	  because	  I	  did	  not	  have	  insurance…when	  I	  left	  there,	  	   my	  blood	  pressure	  was	  extremely	  high…190	  over	  114…here	  [shelter]	  	  because	  I	  had	  	   no	  other	  place	  to	  go.	  And	  I	  contacted	  Homeless	  Health,	  and	  they	  couldn’t	  believe	  	   they	  discharged	  me	  with	  that	  kinda	  blood	  pressure…no,	  because	  I	  didn’t	  have	  	   insurance	  [for	  rehabilitation],	  when	  I	  went	  there	  they	  asked	  for	  a	  co-­‐pay,	  which	  I	  	   didn’t	  have,	  and	  said	  ‘well,	  there’s	  nothin’	  we	  can	  do	  for	  you’…one	  time	  type	  visit…so	  	   a	  lot	  of	  that	  stuff	  goes	  on…when	  I	  was	  there	  [hospital]	  in	  2011,	  they	  treated	  me	  like	  	   a	  king.	  When	  I	  had	  my	  stroke,	  I	  had	  a	  doctor,	  the	  only	  thing	  he	  said	  to	  me	  was,	  	   ‘how’re	  you	  gonna	  pay	  for	  your	  hospital	  bill?’…and	  my	  comment	  was…’I	  thought	  you	  	   were	  suppose	  to	  be	  a	  doctor,	  not	  a	  bill	  collector’…but	  the	  nursing	  staff	  and	  the	  other	  	   doctors	  that	  talked	  to	  me	  were	  fantastic…and	  he’s	  the	  one	  that	  said	  you’re	  good	  	   enough	  to	  go	  out	  the	  door	  [discharged]…”	  	   	   	   	   	   	   	   	   -­‐male	  participant	  	  	   Participants	  who	  had	  been	  hospitalized	  while	  homeless	  reported	  being	  discharged	  to	  a	  shelter,	  a	  temporary	  apartment,	  motel,	  with	  friends	  and	  family	  as	  able,	  or	  back	  to	  permanent	  supportive	  housing	  if	  a	  resident.	  Most	  of	  these	  participants	  said	  they	  received	  the	  care	  or	  services	  they	  needed	  after	  discharge.	  	  
	   Barriers	  to	  Health	  Care	  




	   then	  you’re	  just	  looking	  for	  something,	  you	  know,	  but	  nothin’s	  for	  free,	  and	  you	  	   know	  that…bus	  passes	  would	  be	  a	  good	  thing…I	  don’t	  know	  how	  you’d	  get	  them	  to	  	   people	  deserving…I’ve	  seen	  people	  get	  those	  and	  not	  here,	  per	  se,	  but	  get	  those	  and	  	   have	  a	  pocket	  full	  of	  ‘em	  and	  run	  down	  to	  the	  corner	  and	  say,	  half	  price,	  you	  know,	  	   crap	  like	  that,	  and	  then	  the	  system	  doesn’t	  work	  anymore	  because	  of	  that…people	  	   bein’	  greedy	  and	  takin’	  advantage	  of	  stuff	  like	  that…”	  	   	   	   	   	   	   	   	   -­‐male	  consumer	  participant	  	  	   Some	  participants	  viewed	  a	  respite	  or	  transitional	  care	  program	  as	  beneficial	  or	  needed	  in	  the	  community	  based	  on	  needs	  they	  have	  encountered.	  	  
	   Unmet	  Health	  Needs	  




	   “…yeah,	  they	  need	  to	  concentrate	  more	  on	  homeless	  health,	  they	  really	  do,	  ‘cause	  	   there’s	  a	  lot	  of	  people	  out	  there	  that’re	  sick,	  and	  they’re	  not	  tellin’	  anybody,	  they’re	  	   just	  livin’	  with	  it,	  you	  know,	  ‘cause	  they	  think,	  ‘well	  if	  I	  go	  somewhere	  and	  I	  don’t	  	   have	  any	  money,	  so,	  why	  even	  bother?’…”	  	   	   	   	   	   	   	   	   -­‐male	  consumer	  participant	  
	  
	   Other	  Comments	  




	   there	  was	  no	  work,	  so	  I	  tried	  to	  come	  to	  where	  there	  was	  work…I	  didn’t	  even	  	  want	  	   to	  bother	  with	  that	  [going	  to	  Williston]	  ‘cause	  there’s	  no	  housing.	  I	  mean,	  there’s	  	   plenty	  of	  work,	  but	  no	  housing…I	  now	  found	  an	  apartment…I’m	  what	  you	  could	  call	  	   probably	  a	  success	  story,	  you	  know,	  ‘cause	  I	  gave	  it	  my	  best	  interest,	  I	  knew	  what	  I	  	   had	  to	  do,	  and	  I	  knew	  I	  didn’t	  want	  to	  be	  in	  a	  shelter…tryin’	  to	  get	  on	  your	  feet’s	  	   really	  hard,	  but	  if	  you’re	  determined	  enough,	  you	  can	  do	  it…survival’s	  first…keepin’	  	   food	  on	  the	  table,	  that’s	  the	  	  main	  thing	  for	  me…I	  wanna	  do	  it	  for	  myself…I	  had	  my	  	   own	  business,	  you	  know,	  I	  used	  to	  look	  at	  people	  out	  there	  flyin’	  signs	  and	  think	  	   ‘that’d	  never	  happen	  to	  me,	  man	  you	  know,	  why	  don’t	  they	  just	  get	  a	  job,’…and	  then	  	   I	  am	  in	  that	  situation,	  and	  it	  just	  gave	  me	  a	  whole	  different	  outlook…”	  	   	   	   	   	   	   	   	   -­‐male	  consumer	  participant	  	  	   “…I	  got	  my	  application	  in	  for	  housing,	  but	  they	  said	  it	  was	  somethin’	  like	  three	  	   to	  six	  months,	  well,	  geez	  that’s	  next	  summer…I	  need	  one	  now…many	  years	  [been	  	   homeless]	  since	  I	  got	  divorced	  ‘in	  85…I	  went	  wherever	  I	  could	  get	  work…I’m	  just	  	   waitin’	  on	  housing	  now,	  contact	  me,	  that’s	  why	  I’m	  stayin’	  here,	  ‘cause	  I	  wanna	  keep	  	   this	  address,	  ‘cause	  if	  I	  move	  outta	  here	  and	  they	  send	  me	  a	  letter	  and	  it	  gets	  mailed	  	   back,	  well	  they’ll	  cancel	  me	  out…and	  that’s	  automatic.	  It’s	  the	  same	  way	  with	  Social	  	   Security,	  they	  get	  a	  letter	  back,	  ‘well,	  he’s	  not	  in	  the	  state,’…I	  gotta	  keep	  in	  contact	  	   with	  Social	  Security,	  let	  ‘em	  know	  where	  I’m	  at…when	  you	  deal	  with	  the	  	   government,	  they	  get	  a	  letter	  back,	  they	  shut	  ya	  off,	  no	  more	  money.	  And	  I	  sure	  don’t	  	   wanna	  lose	  that.	  I	  don’t	  get	  much	  a	  month,	  but	  what	  I	  do	  get	  I	  survive	  on…so	  I	  don’t	  	   have	  to	  live	  this	  way	  	  anymore,	  have	  a	  place	  of	  my	  own,	  I	  know	  how	  to	  cook,	  I	  can	  	   survive,	  but	  I’m	  on	  a	  waiting	  list…”	  	   	   	   	   	   	   	   	   -­‐male	  consumer	  participant	  	  	  
Homeless	  Participant	  Survey	  Data	  




sometimes	  close	  and	  warm	  due	  to	  their	  health,	  while	  another	  third	  denied	  having	  any	  close	  relationships.	  Of	  the	  38%	  of	  participants	  that	  reported	  past	  consideration	  of	  suicide,	  about	  one-­‐quarter	  made	  an	  attempt	  and	  sought	  help.	  Forty-­‐seven	  percent	  of	  the	  sample	  had	  medical	  coverage,	  and	  21%	  were	  currently	  employed.	  Consumer	  demographics	  and	  characteristics	  are	  shown	  below	  in	  Table	  6.	  	  
	  
Table	  6.	  Consumer	  Sample	  Characteristics	  and	  Demographics	  	  	  	  Characteristics	  	   	   	   	   	   	   	   	   n	  (%)	   n=95	  	  Age	  (years)	  (n=94)	  	   18-­‐25	   	   	   	   	   	   	   	   	   4	  (4%)	  	  	  	  	  	   26-­‐35	   	   	   	   	   	   	   	   	   14	  (18%)	  	   36-­‐45	   	   	   	   	   	   	   	   	   25	  (26%)	  	   46-­‐55	   	   	   	   	   	   	   	   	   35	  (37%)	  	   56-­‐65	   	   	   	   	   	   	   	   	   16	  (17%)	  _______________________________________________________________________________________________	  Mean	  age	   	   	   	   	   	   	   	   	   45	  years	  Age	  range	   	   	   	   	   	   	   	   	   18-­‐63	  years	   	   	  ______________________________________________________________________________________________	   	   	  Gender	  (n=93)	  	   Male	   	   	   	   	   	   	   	   	   55	  (58%)	  _______________________________________________________________________________________________	  Ethnicity	  (n=94)	  	   American	  Indian/Alaskan	  Native	   	   	   	   	   21	  (22%)	  	   Caucasian	   	   	   	   	   	   	   	   57	  (60%)	  	   Black/African	  American	   	   	   	   	   	   6	  (6%)	  	   Hispanic/Latino	   	   	   	   	   	   	   3	  (3%)	  	   Multiracial/Mixed	  race	  	   	   	   	   	   	   7	  (7%)	  _______________________________________________________________________________________________	  Current	  Health	  Status	  (n=95)	  	   Good	   	   	   	   	   	   	   	   	   35	  (37%)	  	   Fair	   	   	   	   	   	   	   	   	   51	  (54%)	  	   Poor	   	   	   	   	   	   	   	   	   9	  (9%)	  _______________________________________________________________________________________________	  




Table	  6.	  Consumer	  Sample	  Characteristics	  and	  Demographics	  (continued)	  	  	  Characteristics	  	   	   	   	   	   	   	   	   n	  (%)	   n=95	  	  Emotional/Mental	  Health	  Needs	  (n=94)	  	   Yes	   	   	   	   	   	   	   	   	   43	  (45%)	  _______________________________________________________________________________________________	  Alcohol/Drug	  Problem	  Needs	  (n=94)	  	   Yes	   	   	   	   	   	   	   	   	   20	  (21%)	  _______________________________________________________________________________________________	  Dental	  Needs	  (n=95)	  	   Yes	   	   	   	   	   	   	   	   	   69	  (73%)	  _______________________________________________________________________________________________	  	  Limiting	  Condition	  (n=95)	  	   Yes	   	   	   	   	   	   	   	   	   60	  (63%)	  _______________________________________________________________________________________________	  Self	  Care	  Impaired	  (n=94)	  	   Yes	   	   	   	   	   	   	   	   	   18	  (19%)	  _______________________________________________________________________________________________	  Memory	  Impairs	  Function	  (n=95)	  	   Yes	   	   	   	   	   	   	   	   	   44	  (46%)	  _______________________________________________________________________________________________	  Relationships	  Due	  to	  Health	  (n=90)	  	   Very	  close	  and	  warm	   	   	   	   	   	   	   18	  (19%)	  	   Sometimes	  close	  and	  warm	   	   	   	   	   	   33	  (35%)	  	   Rarely	  close	  and	  warm	  	   	   	   	   	   	   10	  (11%)	  	   I	  have	  no	  close/warm	  relationships	   	   	   	   	   29	  (31%)	  _______________________________________________________________________________________________	  Considered	  Suicide	  (n=95)	  	   Yes	   	   	   	   	   	   	   	   	   38	  (%)	  	   Attempted	  (n=38)	   	   	   	   	   	   	   22	  (58%)	  	   Sought	  help	  (n=38)	   	   	   	   	   	   	   26	  (68%)	  _______________________________________________________________________________________________	  



























































Table	  10.	  Consumer	  Survey	  Data:	  Health	  Care	  Utilization	  (continued)	  	  Characteristic	   	   	   (Contributing	  Factors)	   	   	   	   n	  (%)	   n=95	  	  Care	  Coordinated	  (n=95)	  	   Yes	   	   	   	   	   	   	   	   	   23	  (24%)	  	   No/Don’t	  know	   	   	   	   	   	   	   72	  (76%)	  _______________________________________________________________________________________________	  Injury/Illness	  Due	  to	  Violence	  in	  Past	  12	  Months	  (n=95)	  	   Yes	   	   	   	   	   	   	   	   	   18	  (19%)	  	   No/Don’t	  know	   	   	   	   	   	   	   77	  (81%)	  _______________________________________________________________________________________________	  Attacked	  While	  Homeless	  (n=95)	  	   Yes	   	   	   	   	   	   	   	   	   32	  (34%)	  _______________________________________________________________________________________________	  Head	  Injury/Rendered	  Unconscious	  (n=62)	  	   Subsequent	  emotional/mental	  effects	  	   	   Yes	   	   	   	   	   	   	   	   41	  (66%)	  _______________________________________________________________________________________________	  Age	  of	  Head	  Injury	  (n=62)	  	   Less	  than	  5	  years	   	   	   	   	   	   	   10	  (16%)	  	   5-­‐10	  years	   	   	   	   	   	   	   	   8	  (13%)	  	   11-­‐15	  years	   	   	   	   	   	   	   	   6	  (10%)	  	   16-­‐20	   years	   	   	   	   	   	   	   	   9	  (14%)	  	   21-­‐30	  years	   	   	   	   	   	   	   	   10	  (16%)	  	   31-­‐40	  years	   	   	   	   	   	   	   	   6	  (10%)	  	   41-­‐50	  years	   	   	   	   	   	   	   	   6	  (10%)	  	   51-­‐62	  years	   	   	   	   	   	   	   	   2	  (3%)	  _______________________________________________________________________________________________	  Medical	  Coverage	  (n=95)	  	   Yes	   	   	   	   	   	   	   	   	   45	  (47%)	  _______________________________________________________________________________________________	  Currently	  Employed	  (n=94)	  	   Yes	   	   	   	   	   	   	   	   	   20	  (21%)	  _______________________________________________________________________________________________	  Unmet	  Health	  Needs	   	   (Needs)	  	   *most	  reported	  need	  _______________________________________________________________________________________________	  
• Dental	  *	  
• Birth	  control,	  OB/GYN	  issues	  
• Medical	  procedure	  
• Untreated	  physical,	  mental	  health	  issues	  
• Medical	  assistance	  or	  coverage	  
• Smoking	  cessation	  
• Primary	  care	  
• Memory	  loss	  issues	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months,	  only	  a	  small	  percentage	  confirmed	  hospital	  admission	  as	  a	  result	  of	  those	  ER	  visits.	  Thirty-­‐nine	  participants	  reported	  ER	  use	  or	  hospitalization	  more	  than	  three	  times	  in	  the	  past	  year,	  and	  most	  of	  these	  participants	  were	  discharged	  to	  a	  shelter.	  Only	  a	  quarter	  of	  the	  sample	  reported	  having	  someone	  arrange	  or	  coordinate	  care.	  	  	   While	  most	  participants	  denied	  injury	  or	  illness	  related	  to	  violence,	  one-­‐third	  reported	  being	  attacked	  while	  homeless,	  and	  two-­‐thirds	  reported	  a	  history	  of	  head	  injury.	  Of	  those	  who	  confirmed	  a	  history	  of	  head	  injury,	  two-­‐thirds	  reported	  enduring	  mental	  or	  emotional	  effects	  as	  a	  result.	  The	  age	  at	  which	  participants	  were	  injured	  varied	  widely,	  though	  most	  reported	  an	  injury	  at	  less	  than	  five	  years	  or	  between	  21	  and	  30	  years	  old.	  	  	   Unmet	  Health	  Needs	  	   Dental	  care	  was	  by	  far	  the	  most	  significantly	  reported	  health	  need.	  Many	  participants	  wrote	  “teeth”	  or	  “dental”	  among	  other	  such	  responses.	  Other	  prominent	  issues	  reported	  included	  treatment	  for	  various	  physical	  and	  mental	  health	  issues.	  Physical	  issues	  included	  headaches,	  eye	  problems,	  pain,	  leg	  and	  foot	  problems,	  respiratory	  issues,	  hypertension,	  diabetes,	  joint	  disease,	  cancer,	  hepatitis,	  and	  insomnia.	  Mental	  health	  issues	  included	  anxiety,	  bipolar	  disorder,	  short-­‐term	  memory	  loss,	  depression,	  and	  amnesia.	  A	  few	  participants	  reported	  the	  need	  for	  primary	  care	  or	  “a	  regular	  check-­‐up,”	  and	  some	  were	  unsure	  what	  needs	  were	  unmet.	  	  
PRECEDE	  Model	  Application	  




applicable	  for	  all	  categories,	  the	  top	  five	  primary	  needs	  and	  factors	  are	  listed	  only.	  A	  summary	  of	  the	  community’s	  available	  resources	  for	  homeless	  health	  services	  and	  supportive	  services	  is	  also	  provided.	  	  	  
Table	  11.	  PRECEDE	  Needs	  
Consumers’	  Perspective	   Service	  Providers’	  Perspective	  Unable	  to	  afford	  care	   Treatment	  for	  physical,	  mental	  health	  issues	  Transportation	   Medical	  assistance/insurance	  Dental	  care	   Safe	  place	  to	  rest,	  recuperate	  from	  illness,	  post-­‐acute	  care	  Physical,	  mental	  health	  	   Primary	  care	  Secure	  source	  of	  income/job	   Chemical	  dependency	  treatment	  
	  
Table	  12.	  PRECEDE	  Contributing	  Factors	  









Table	  13.	  PRECEDE	  Available	  Community	  Resources	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discharge	  patients	  as	  soon	  as	  “medically	  stable,”	  which	  is	  not	  suitable	  for	  shelter	  stay	  (HCHCN,	  2007).	  	  Sometimes	  discharge	  must	  be	  delayed	  because	  another	  level	  of	  care	  cannot	  be	  accessed,	  or	  shelters	  must	  turn	  patients	  away	  with	  needs	  beyond	  what	  can	  be	  accommodated	  (HCHCN,	  2007).	  Homeless	  patients	  may	  not	  be	  able	  to	  comply	  with	  discharge	  instructions	  and	  treatment,	  and	  without	  needed	  recuperation,	  may	  be	  readmitted	  (HCHCN,	  2007).	  Inclement	  weather	  further	  complicates	  discharge	  efforts.	  Additionally,	  Gladys	  Ray	  is	  the	  only	  shelter	  able	  to	  accept	  intoxicated	  persons.	  Service	  providers	  perceived	  a	  respite	  program	  as	  a	  place	  for	  discharged	  patients	  to	  rest	  and	  recuperate,	  access	  supportive	  services,	  and	  receive	  medical	  care	  as	  needed.	  Medications	  could	  be	  stored	  and	  administered,	  in-­‐depth	  education	  could	  be	  provided,	  and	  care	  would	  be	  provided	  for	  physical	  and	  mental	  health	  needs.	  A	  respite	  program	  in	  the	  Fargo-­‐Moorhead	  community	  may	  prove	  to	  be	  a	  cost	  savings	  for	  the	  community	  and	  health	  systems,	  though	  is	  only	  one	  solution	  to	  address	  the	  needs	  of	  the	  homeless	  population	  (Zerger	  et	  al.,	  2009).	  Service	  providers	  may	  benefit	  from	  education	  about	  Harm	  Reduction	  and	  Trauma-­‐Informed	  Care	  principles,	  as	  well	  as	  available	  resources	  in	  the	  community	  (Hopper	  et	  al.,	  2010;	  Tsemberis	  et	  al.,	  2004).	  	  




2. The	  service	  provider	  sample	  was	  representative	  of	  all	  area	  shelters,	  two	  area	  hospitals,	  the	  Homeless	  Health	  Services	  clinic,	  Cooper	  House,	  and	  Cass	  and	  Clay	  Public	  Health.	  Participants	  at	  these	  sites	  provided	  multidisciplinary	  perspectives.	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and	  may	  include	  persons	  most	  at	  risk	  for	  complications	  related	  to	  health	  and	  access	  to	  care.	  	  4. Though	  participants	  were	  ensured	  anonymity	  and	  confidentiality	  during	  the	  informed	  consent	  process,	  homeless	  participants	  may	  have	  responded	  out	  of	  bias	  or	  fear	  of	  consequence.	  Data	  regarding	  substance	  use	  or	  health	  issues	  may	  have	  been	  affected	  by	  this	  response.	  	  5. No	  previous	  community	  assessment	  research	  was	  available.	  Project	  design	  and	  methods	  were	  partially	  original.	  The	  reliability	  and	  validity	  of	  adapted	  and	  added	  survey	  and	  interview	  questions	  cannot	  be	  established.	  The	  use	  of	  the	  Wilder	  Study	  survey	  questions	  also	  have	  not	  been	  established	  as	  reliable	  and	  valid	  in	  the	  context	  of	  use	  in	  a	  homeless	  health	  needs	  assessment.	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Implications	  for	  Practice	  
	   Needs	  assessment	  findings	  will	  be	  disseminated	  to	  area	  stakeholders	  including,	  but	  not	  limited	  to,	  Sanford	  Health,	  Essentia	  Health,	  and	  the	  Fargo-­‐Moorhead	  Coalition	  for	  Homeless	  Persons.	  Recommendations	  for	  respite	  program	  planning	  will	  be	  specifically	  addressed	  in	  detail.	  Although	  the	  need	  for	  a	  respite	  care	  program	  was	  identified,	  other	  needs	  to	  be	  addressed	  are	  listed	  below	  with	  suggestions	  for	  focused	  intervention	  as	  appropriate:	  
• Cultural	  competence	  among	  service	  providers—Participants	  verbalized	  concerns	  about	  cultural	  competence	  among	  service	  providers.	  One	  participant	  suggested	  utilizing	  an	  appropriate	  staff	  member	  to	  act	  as	  a	  “homeless	  liaison”	  between	  patients	  and	  providers.	  Area	  service	  providers	  must	  reflect	  on	  their	  own	  attitudes	  and	  understanding	  of	  homelessness	  and	  cultural	  sensitivity.	  	  	  
• Trauma-­‐informed	  care,	  harm	  reduction	  among	  service	  providers—Participants	  reported	  a	  need	  for	  understanding	  of	  the	  principles	  of	  trauma-­‐informed	  care	  and	  harm	  reduction	  among	  service	  providers.	  Provider	  training	  on	  the	  culture	  of	  homelessness	  and	  these	  principles	  may	  be	  beneficial.	  However,	  it	  is	  the	  duty	  of	  all	  service	  providers	  to	  treat	  clients	  with	  respect.	  	  
• Hands-­‐on	  nursing	  care	  in	  shelters—Shelter	  staff	  participants	  expressed	  a	  need	  for	  more	  hands-­‐on	  nursing	  care	  to	  be	  provided	  in	  all	  shelters.	  	  




• Consumers’	  need	  for	  insurance—Some	  participants	  expressed	  the	  need	  for	  more	  case	  management	  who	  may	  assist	  with	  acquisition	  of	  benefits	  and	  other	  resources.	  With	  the	  changing	  health	  care	  landscape	  of	  the	  Affordable	  Care	  Act,	  enrollment	  efforts	  are	  to	  be	  streamlined,	  and	  Medicaid	  may	  be	  expanded	  to	  include	  all	  non-­‐disabled,	  non-­‐elderly	  adults	  aged	  19	  to	  64	  years	  earning	  at	  or	  below	  138%	  of	  the	  Federal	  Poverty	  Level	  (KCMU,	  2012;	  NHCHC,	  2012).	  If	  passed	  in	  North	  Dakota,	  about	  24,000	  more	  people	  will	  gain	  coverage;	  if	  not,	  about	  14,000	  persons	  may	  still	  purchase	  private	  insurance	  through	  the	  state	  exchange	  but	  will	  be	  ineligible	  for	  premium	  tax	  credits	  (Calsyn	  &	  Lee,	  2012).	  Minnesota	  has	  already	  committed	  to	  expanding	  Medicaid	  (Calsyn	  &	  Lee,	  2012).	  Administrative	  and	  staffing	  challenges	  may	  remain	  an	  issue	  with	  increased	  enrollment	  if	  passed	  in	  North	  Dakota	  (KCMU,	  2012).	  The	  expansion’s	  magnitude	  of	  effect	  on	  each	  state	  varies,	  and	  costs	  of	  expansion	  are	  weighed	  against	  savings	  from	  reduced	  state	  payments	  for	  uncompensated	  care	  and	  reduced	  administrative	  costs	  (DHHS,	  2012).	  States	  may,	  however,	  incur	  a	  short-­‐term	  increase	  in	  administrative	  costs	  of	  implementation	  (DHHS,	  2012).	  	  	  	  
• Consumer	  coverage	  for	  substance	  abuse	  treatment—Issues	  of	  lack	  of	  coverage	  for	  substance	  abuse	  treatment	  are	  similar	  to	  discussion	  above.	  	  





Implications	  for	  Future	  Research	  	   This	  project	  is	  the	  first	  homeless	  health	  needs	  assessment	  to	  be	  performed	  and	  documented	  in	  the	  Fargo-­‐Moorhead	  area.	  Current	  data	  may	  be	  expanded	  with	  statistical	  analyses	  to	  assess	  for	  correlations	  among	  data.	  Data	  were	  also	  not	  analyzed	  using	  the	  Vulnerability	  Index	  tool	  (appendix	  G)	  and	  may	  be	  done	  to	  identify	  participants	  who	  were	  in	  most	  need	  of	  housing	  at	  the	  time	  project	  data	  were	  collected.	  The	  community	  may	  desire	  to	  perform	  a	  health	  needs	  assessment	  for	  this	  population	  periodically	  or	  following	  implementation	  of	  preferred	  interventions.	  The	  target	  population	  may	  also	  be	  expanded	  or	  altered	  to	  include	  homeless	  teens,	  young	  adults,	  unsheltered	  homeless	  persons,	  and	  families.	  Data	  collection	  for	  this	  project	  was	  completed	  with	  one	  researcher.	  Future	  needs	  assessments	  would	  best	  be	  done	  with	  a	  team	  of	  researchers	  to	  involve	  more	  stakeholders	  and	  perform	  more	  in-­‐depth	  analyses.	  The	  use	  of	  both	  qualitative	  and	  quantitative	  data	  proved	  to	  be	  beneficial	  for	  thorough	  assessment	  of	  homeless	  health	  needs	  among	  both	  consumers	  and	  service	  providers.	  However,	  data	  collection	  tools	  used	  need	  to	  be	  refined	  and	  further	  validated	  in	  other	  community	  homeless	  health	  needs	  assessments.	  This	  project	  adds	  to	  the	  growing	  body	  of	  knowledge	  of	  homeless	  health	  needs,	  though	  further	  research	  in	  other	  communities	  may	  be	  beneficial.	  	  
Application	  to	  DNP	  Roles	  
	   Leadership	  and	  Collaboration	  




need	  for	  a	  formal	  homeless	  health	  needs	  assessment	  and	  findings	  will	  bolster	  action	  to	  improve	  current	  programs	  and	  create	  new	  interventions.	  The	  DNP	  graduate	  is	  prepared	  to	  improve	  practice	  in	  this	  and	  many	  other	  ways	  and	  is	  part	  of	  the	  role	  of	  every	  advanced	  practice	  nurse	  (Chism,	  2013).	  Collaboration	  with	  area	  agencies	  and	  stakeholders	  is	  necessary	  to	  achieve	  mutual	  goals	  and	  outcomes.	  DNP	  graduates	  possess	  the	  skills	  and	  abilities	  necessary	  to	  lead	  such	  initiatives	  and	  attract	  others	  to	  achieve	  a	  common	  goal	  (Chism,	  2013).	  The	  researcher	  intends	  to	  continue	  to	  address	  intervention	  strategies	  and	  needs	  for	  program	  planning	  in	  the	  community	  upon	  graduation	  in	  collaboration	  with	  the	  Coalition.	  	  	   Health	  Policy	  and	  Advocacy	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APPENDIX	  C.	  SERVICE	  PROVIDER	  INTERVIEW	  TOOL	  




12. Is	  discharge	  planning	  difficult	  for	  patients	  experiencing	  homelessness?	  	  To	  where	  are	  they	  usually	  discharged?	  	  (Jaco,	  2011)	  13. How	  might	  the	  availability	  of	  medical	  respite	  improve	  your	  patients’	  healthcare	  needs?	  	  (added,	  Hauff)	  14. How	  often	  do	  you	  encounter	  patients	  who	  would	  benefit	  from	  medical	  respite	  care?	  	  (adapted	  from	  Jaco,	  2011)	  
Shelter	  Staff	  1. How	  many	  people	  continue	  to	  need	  a	  bed	  during	  the	  day	  due	  to	  illness?	  	  (Jaco,	  2011)	  2. Are	  day	  beds	  provided?	  	  (Jaco,	  2011)	  3. Where	  do	  homeless	  persons	  go	  during	  the	  day?	  	  (added,	  Hauff)	  4. What	  support	  services	  are	  needed	  but	  not	  currently	  provided	  by	  the	  shelter?	  	  (Jaco,	  2011)	  5. Where	  do	  homeless	  persons	  go	  for	  the	  night	  if	  no	  shelter	  is	  available?	  	  (added,	  Hauff)	  6. What	  are	  common	  health	  care	  needs	  of	  homeless	  individuals	  you	  encounter?	  	  (added,	  Hauff)	  7. Is	  any	  health	  care	  provided	  at	  the	  shelter?	  	  (added,	  Hauff)	  8. How	  often	  do	  you	  encounter	  homeless	  persons	  who	  require	  health	  care	  beyond	  the	  shelter	  setting	  that	  may	  benefit	  from	  respite	  care?	  	  (added,	  Hauff)	  





APPENDIX	  D.	  SERVICE	  PROVIDER	  SURVEY	  TOOL	  
Needs	  Assessment	  of	  Hospital	  Staff	  
	  	   For	  the	  purposes	  of	  this	  survey,	  	   	  
• *Homeless	  means	  having	  no	  regular	  place	  to	  sleep:	  staying	  at	  a	  friend’s	  house,	  sleeping	  at	  a	  homeless	  shelter,	  or	  sleeping	  in	  a	  place	  not	  fit	  for	  habitation	  (i.e.,	  in	  a	  car,	  outdoors,	  or	  an	  abandoned	  building).	  	  












22.	  	   In	  general,	  what	  are	  the	  homeless	  patients	  who	  you	  work	  with	  suffering	  from?	  	   (Mark	  all	  that	  apply)	  	  	   a.)	   Physical	  illness	  or	  injury	  	  	   b.)	   Mental	  illness	  	  	   c.)	   Chemical	  dependency	  	  23.	  	   Does	  your	  hospital	  utilize	  DRGs	  (Diagnostic	  Related	  Groups)?	  	  	   _____	  Yes	   _____	  No	   _____	  Don’t	  know	  	  24.	  	   If	  yes,	  is	  your	  hospital	  able	  to	  create	  a	  report	  of	  DRG	  codes	  for	  people	  who	  are	  	   experiencing	  homelessness?	   _____	  Yes	   _____	  No	   _____	  Don’t	  know	  	  25.	  	   Of	  those	  who	  could	  use	  medical	  respite	  care,	  what	  percentage	  would	  need	  a	  place	  	   where	  sobriety	  is	  NOT	  required?	  	   a.)	   Less	  than	  50%	  	  	   b.)	  	   About50%	  	  	   c.)	   More	  than	  50%	  	  26.	  	   Any	  additional	  comments	  you	  would	  like	  to	  make	  regarding	  discharge	  planning	  with	  	   patients	  who	  are	  experiencing	  homelessness:	  	   ______________________________________________________________________	   ______________________________________________________________________	  	   	  	  	   You	  are	  finished	  with	  the	  survey.	  Thank	  you	  for	  participating!	  
	  











APPENDIX	  E.	  CONSUMER	  INTERVIEW	  TOOL	  1. Where	  do	  you	  usually	  go	  for	  medical	  care?	  	  (Jaco,	  2011)	  2. How	  often	  do	  you	  use	  hospital	  emergency	  department	  services?	  	  (Jaco,	  2011)	  3. How	  would	  you	  describe	  your	  health	  currently?	  	  (Jaco,	  2011)	  4. Have	  you	  ever	  been	  hospitalized?	  (If	  yes)	  What	  was	  your	  experience	  during	  and	  after	  your	  stay?	  	  (added,	  Hauff)	  5. Where	  did	  you	  go	  when	  you	  were	  discharged?	  	  Did	  you	  get	  the	  health	  care	  you	  needed	  afterward?	  (added,	  Hauff)	  6. Is	  there	  anything	  that	  prevents	  you	  from	  getting	  the	  health	  care	  you	  need?	  (If	  yes,	  what?)	  	  	  (MN/ND	  Wilder	  Survey,	  2009)	  7. What	  health	  care	  needs	  do	  you	  have	  that	  are	  not	  being	  met?	  	  	  (adapted,	  Jaco,	  2011)	  









APPENDIX	  F.	  CONSUMER	  SURVEY	  TOOL	  	   1.	   What	  is	  your	  age?	   	  	  _________	  	  Years	  	   *	  	  Refused	   	  
	   	  	   2.	   What	  is	  your	  gender?	   	   	   	   	   	  




10.	   Do	  you	  have	  a	  physical,	  mental,	  or	  other	  health	  condition	  that	  makes	  it	  hard	  for	  you	  to	  bathe,	  eat,	  get	  dressed,	  get	  in	  or	  out	  of	  a	  bed	  or	  chair,	  or	  get	  around	  by	  yourself?	   	  	   *	  	  Yes	   *	  	  No	   *	  	  Refused	   *	  	  Don’t	  know	  	  	  11.	   Do	  you	  often	  feel	  confused	  or	  have	  trouble	  remembering	  things,	  or	  have	  problems	  making	  decisions,	  to	  the	  point	  that	  it	  interferes	  with	  daily	  activities?	  	  	   *	  	  Yes	   *	  	  No	   *	  	  Refused	   *	  	  Don’t	  know	  	   12.	   During	  the	  last	  12	  months,	  did	  you	  have	  any	  of	  the	  following	  illnesses,	  conditions,	  or	  problems?	  	  	  (CHECK	  A	  RESPONSE	  FOR	  EACH	  ITEM) 
     If	  you	  checked	  YES,	  	   	  have	  you	  received	  care	  for	  this	  in	  the	  last	  12	  months?	  	    	  
Yes	   No	   Refused	  
Don’t	  
know	   Yes No 1.	   Asthma?	   *	  
Æ	   *	  	  	   *	  	  	   *	  	  	   *	  	  	   *	  	  	  2.	   Other	  chronic	  lung	  or	  respiratory	  problems?	   *	  Æ	   *	  	  	   *	  	  	   *	  	  	   *	  	  	   *	  	  	  3.	   Frostbite,	  trench	  foot,	  or	  hypothermia?	   *	  Æ	   *	  	  	   *	  	  	   *	  	  	   *	  	  	   *	  	  	  4.	   High	  blood	  pressure?	   *	  
Æ	   *	  	  	   *	  	  	   *	  	  	   *	  	  	   *	  	  	  5.	   Other	  chronic	  heart	  or	  circulatory	  problems	  such	  as	  anemia	  or	  heart	  disease?	   *	  Æ	   *	  	  	   *	  	  	   *	  	  	   *	  	  	   *	  	  	  6.	   Diabetes	  or	  kidney	  failure?	   *	  
Æ	   *	  	  	   *	  	  	   *	  	  	   *	  	  	   *	  	  	  7.	   Tuberculosis	  (TB)?	   *	  
Æ	   *	  	  	   *	  	  	   *	  	  	   *	  	  	   *	  	  	  8.	   Hepatitis	  or	  cirrhosis?	   *	  




	   	  13.	   During	  the	  last	  two	  years,	  have	  you	  been	  told	  by	  a	  doctor	  or	  nurse	  that	  you	  have…	  	   (CHECK	  A	  RESPONSE	  FOR	  EACH	  ITEM)	  
  
Yes	   No	   Refused	  
Don't	  
know	  1.	   Schizophrenia?	   *	   *	   *	   *	  2.	   Paranoid	  or	  delusional	  disorder,	  other	  than	  schizophrenia?	   *	   *	   *	   *	  3.	   Manic	  episodes	  or	  manic	  depression,	  also	  called	  bipolar	  disorder?	   *	   *	   *	   *	  4.	   Major	  depression?	   *	   *	   *	   *	  5.	   Anti-­‐social	  personality,	  obsessive-­‐compulsive	  personality,	  or	  any	  other	  severe	  personality	  disorder?	   *	   *	   *	   *	  6.	   Alcohol	  abuse	  disorder?	   *	   *	   *	   *	  7.	   Drug	  abuse	  disorder?	   *	   *	   *	   *	  8.	   Post-­‐Traumatic	  Stress	  Disorder	  (PTSD)?	   *	   *	   *	   *	  	  14.	   During	  the	  last	  30	  days	  have	  you	  used...	  (CHECK	  A	  RESPONSE	  FOR	  EACH	  ITEM)	  	   	   Yes	   No	   Refused	  1.	   Cigarettes	  or	  other	  tobacco	  products?	   *	   *	   *	  2.	   Alcohol	  (beer,	  wine,	  hard	  liquor)?	   *	   *	   *	  3.	   Marijuana	  (reefer,	  hash,	  THC,	  pot)?	   *	   *	   *	  4.	   Crack	  or	  any	  other	  kind	  of	  cocaine?	   *	   *	   *	  5.	   Heroin?	   *	   *	   *	  6.	   Inhalants	  (aerosol	  sprays,	  glue,	  amyl	  nitrite,	  poppers)?	   *	   *	   *	  7.	   Meth	  (methamphetamines)?	   *	   *	   *	  




	   17.	   Because	  of	  your	  health,	  your	  relationships	  are	  generally:	  	   	   *	  Very	  close	  and	  warm	   *	  Sometimes	  close	  and	  warm	   *	  Rarely	  close	  and	  	  	   	   	   	   	   	   	   	   	   	   	   	   warm	  
  *	  I	  have	  no	  close	  and	  warm	  relationships	  	   18.	   	  	  Have	  you	  ever	  considered	  suicide?	  
*	  	  Yes	  	  Æ	  	  
*	  	  No	  
*	  	  Refused	  
*	  	  Don’t	  know	  
18a.	  Have	  you	  ever	  attempted	  suicide?	  
*	  	  Yes	   	  	  	  	  	  	  	  *	  	  No	   	  	  	  	  	  *	  	  Refused	  	  	  	  	  	  	  	  	  18b.	  Have	  you	  ever	  sought	  help	  for	  this?	  	  	  	  	  	  	  	  	  *	  	  Yes	   *	  	  No	   *	  	  Refused	  	  	   19.	   What	  are	  your	  greatest	  unmet	  health	  care	  needs?	  	  	   	   ____________________________________________________________________________________________	  	   	   ____________________________________________________________________________________________	  	   20.	   Do	  you	  have	  a	  regular	  place	  where	  you	  go	  for	  medical	  care?	  
*	  	  Yes	  	  Æ	   20a.	   Is	  that	  …(CHECK	  ONE)	  
*	  	  No	   	   *	  	  A	  free	  clinic,	  
*	  	  Refused	   	   *	  	  The	  emergency	  room,	  
*	  	  Don’t	  know	   	   *	  	  A	  clinic	  that	  requires	  insurance	  or	  fees,	  or	  	   *	  	  Somewhere	  else?	  (SPECIFY)___________________________________	  	   *	  	  Don’t	  know	  	  21.	   Is	  there	  anything	  that	  prevents	  you	  from	  getting	  needed	  health	  care?	  
*	  	  Yes	  	  Æ	  
*	  	  No	  
*	  	  Refused	  
*	  	  Don’t	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  know	  	  	  	  	  	  	  	  	  	  	  know	  
21a.	  What	  is	  the	  main	  reason	  you	  do	  not	  get	  the	  health	  care	  you	  need?	  Please	  tell	  me	  just	  the	  one	  most	  important	  reason.	  	  (CHECK	  ONE)	  	   *	  	  No	  money	  or	  no	  insurance	   *	  	  Don’t	  know	  where	  to	  go	  	   *	  	  No	  transportation	   *	  	  The	  care	  I	  need	  isn’t	  available	  	   *	  	  Rather	  not	  go	   *	  	  Something	  else	  (SPECIFY)	  	  




22.	   Did	  you	  receive	  any	  care	  in	  an	  emergency	  room	  in	  the	  last	  three	  months?	  	  	  	  
*	  	  Yes	  	  Æ	  
*	  	  No	  
*	  	  Refused	  
*	  	  Don’t	  	  	  	  	  	  	  	  	  	  	  know	  
22a.	  How	  many	  times	  have	  you	  been	  to	  the	  ER	  in	  the	  last	  3	  months?	  	  	  	  	  	  	  	  	  	  	  	  	  *	  More	  than	  3	  times	  	  	  	  *	  Less	  than	  3	  times	  	  	  *	  Don’t	  know	  22b.	  How	  many	  of	  those	  ER	  visits	  resulted	  in	  a	  hospital	  admission?	  	  	  	  	  	  	  	  	  *	  More	  than	  3	  times	  	  	  	  *	  Less	  than	  3	  times	  	  	  *	  Don’t	  know	   	  	  23.	   In	  the	  past	  12	  months	  did	  you	  receive	  care	  in	  an	  emergency	  room	  or	  were	  you	  	   hospitalized	  more	  than	  3	  times?	  	  	  	  
*	  	  Yes	  	  Æ	  
*	  	  No	  
*	  	  Refused	  
*	  	  Don’t	  know	  	  	  	  	  	  	  	  	  	  	  know	  
23a.	  Where	  did	  you	  go	  when	  you	  were	  discharged?	  	  	  	  	  	  	  	  	  	  	  	  	  	  *	  Shelter	  	  	  *	  Street	  	  	  *	  Housing	  	  	  *	  Other	  (SPECIFY) _________	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	   24.	  	  	  	  Does	  anyone	  help	  you	  arrange	  or	  coordinate	  your	  care	  among	  the	  different	  doctors	  or	  	  	   	  	  	  	  	  	  	  	  	  	  services	  that	  you	  use?	  	   	  	  	  	  	  	  	  	  	  	  	  *	  	  Yes	  	  	   	  	  	  	  	  	  	  	  	  	  	  	  *	  	  No	   	  	  	  	  	  	  	  	  	  	  *	  	  Refused	   	  	  *	  	  Don’t	  know	  25.	   During	  the	  last	  12	  months	  have	  you	  had	  to	  seek	  health	  care	  because	  of	  an	  injury	  or	  	   illness	  	   resulting	  from	  violence?	  	   *	  	  Yes	   *	  	  No	   *	  	  Refused	   *	  	  Don’t	  know	  	   26.	   Have	  you	  ever	  been	  physically	  or	  sexually	  attacked	  or	  beaten	  while	  you	  have	  been	  	   without	  a	  regular	  place	  to	  stay?	  	   *	  	  Yes	   *	  	  No	   *	  	  Refused	   *	  	  Don’t	  know	  	  27.	   Have	  you	  ever	  been	  hit	  in	  the	  head	  so	  hard	  that	  you	  saw	  stars	  or	  were	  knocked	  	   unconscious	  –for	  example,	  from	  a	  blow,	  or	  a	  fall,	  or	  a	  motor	  vehicle	  accident?	  	   	  
*	  	  Yes	  	  Æ	  
*	  	  No	  
*	  	  Refused	  
*	  	  Don’t	  know	  
58a.	   After	  your	  head	  injury,	  did	  you	  start	  having	  problems	  with	  headaches,	  concentration	  or	  memory,	  understanding,	  excessive	  worry,	  sleeping,	  or	  getting	  along	  with	  people?	  	   *	  	  Yes	   *	  	  No	   *	  	  Refused	   *	  	  Don’t	  know	  58b.	   How	  old	  were	  you	  when	  you	  were	  injured?	  	  (IF	  MORE	  THAN	  ONE	  




28.	   Do	  you	  have	  any	  kind	  of	  medical	  coverage?	  	  	  	  	   *	  	  Yes	   	   *	  	  No	   	   *	  	  Refused	   	  	  	  	   *	  	  Don’t	  know	  	  29.	   Are	  you	  currently	  employed?	  	   *	  	  Yes	   	   *	  	  No	   	   *	  	  Refused	   	   *	  	  Don’t	  know	  You	  are	  finished	  with	  the	  survey.	  Thank	  you	  for	  participating!	  
	  




























APPENDIX	  G.	  VULNERABILITY	  INDEX	  TOOL	  
	  
	   The	  Vulnerability	  Index	  is	  a	  tool	  for	  identifying	  and	  prioritizing	  the	  street	  homeless	  population	  for	  housing	  according	  to	  the	  fragility	  of	  their	  health.	  It	  is	  a	  practical	  application	  of	  research	  into	  the	  causes	  of	  death	  of	  homeless	  individuals	  living	  on	  the	  street	  conducted	  by	  Boston’s	  Healthcare	  for	  the	  Homeless	  organization,	  led	  by	  Dr.	  Jim	  O’Connell.	  The	  Boston	  research	  identified	  the	  specific	  health	  conditions	  that	  cause	  homeless	  individuals	  to	  be	  most	  at	  risk	  for	  dying	  on	  the	  street.	  For	  individuals	  who	  have	  been	  homeless	  for	  at	  least	  six	  months,	  one	  or	  more	  following	  markers	  place	  them	  at	  heightened	  risk	  of	  mortality:	  	   1) 	  more	  than	  three	  hospitalizations	  or	  emergency	  room	  visits	  in	  a	  year	  	  2) 	  more	  than	  three	  emergency	  room	  visits	  in	  the	  previous	  three	  months	  	  3) 	  aged	  60	  or	  older	  	  4) 	  cirrhosis	  of	  the	  liver	  5) 	  end-­‐stage	  renal	  disease	  	  6) 	  history	  of	  frostbite,	  immersion	  foot,	  or	  hypothermia	  	  7) 	  HIV+/AIDS	  	  8) 	  tri-­‐morbidity:	  co-­‐occurring	  psychiatric,	  substance	  abuse,	  and	  chronic	  medical	  condition	  





APPENDIX	  H.	  EXECUTIVE	  SUMMARY	  
Introduction	  	   In	  the	  fall	  of	  2010,	  interviews	  with	  eight	  community	  members	  about	  homeless	  health	  needs	  revealed	  a	  variety	  of	  needs	  and	  barriers	  to	  health	  care	  access.	  The	  primary	  need	  voiced,	  however,	  was	  for	  a	  medical	  respite	  care	  program.	  The	  need	  for	  a	  full-­‐scale	  homeless	  health	  needs	  assessment	  was	  determined,	  and	  was	  conducted	  June	  through	  December	  2012.	  Interviews	  and	  surveys	  were	  completed	  with	  shelter	  staff,	  health	  service	  staff,	  persons	  experiencing	  chronic	  homelessness,	  and	  persons	  living	  in	  permanent	  supportive	  housing.	  The	  following	  report	  summarizes	  the	  feedback	  from	  these	  participants	  and	  outlines	  recommendations	  for	  program	  planning.	  	  




2. Then	  a	  total	  of	  10	  staff	  members	  from	  the	  shelter	  sites	  listed	  were	  interviewed.	  These	  participants	  were	  mostly	  female,	  and	  consisted	  of	  shelter	  directors,	  case	  managers,	  parish	  nurses,	  and	  other	  staff.	  3. Finally,	  a	  variety	  of	  health	  service	  staff	  members	  were	  surveyed	  and	  interviewed.	  A	  total	  of	  29	  staff	  members	  completed	  surveys	  at	  Sanford	  Health	  and	  Essentia	  Health.	  These	  participants	  were	  mostly	  female	  and	  worked	  in	  the	  emergency	  setting	  or	  case	  management.	  A	  total	  of	  14	  staff	  members	  were	  interviewed	  at	  Sanford	  Health,	  Essentia	  Health,	  Cooper	  House,	  Homeless	  Health	  Services,	  and	  Cass	  and	  Clay	  County	  Public	  Health.	  All	  participants	  interviewed	  were	  female,	  and	  included	  registered	  nurses,	  case	  managers,	  and	  social	  workers.	  
Consumers’	  and	  Service	  Providers’	  Perspectives	  Compared	  	   All	  of	  the	  survey	  and	  interview	  data	  was	  analyzed	  and	  organized	  into	  the	  categories	  of	  health	  needs,	  factors	  contributing	  to	  these	  needs,	  and	  current	  community	  resources	  for	  health	  and	  supportive	  services.	  	  
Table	  H1.	  Needs	  Consumers’	  Perspective	   Service	  Providers’	  Perspective	  Unable	  to	  afford	  care	   Treatment	  for	  physical,	  mental	  health	  issues	  Transportation	   Medical	  assistance/insurance	  Dental	  care	   Safe	  place	  to	  rest,	  recuperate	  from	  illness,	  post-­‐acute	  care	  Physical,	  mental	  health	  	   Primary	  care	  Secure	  source	  of	  income/job	   Chemical	  dependency	  treatment	  




work	  they	  could	  do,	  their	  primary	  unmet	  need	  was	  for	  dental	  care.	  The	  other	  primary	  need	  was	  for	  health	  insurance	  or	  ability	  to	  afford	  care.	  Service	  providers	  also	  recognized	  homeless	  persons’	  needs	  for	  health	  insurance,	  and	  saw	  needs	  for	  treatment	  of	  co-­‐occurring	  physical	  or	  mental	  illness	  and	  chemical	  dependency.	  Appropriate	  levels	  of	  care	  were	  also	  a	  concern	  among	  service	  providers,	  and	  discussed	  the	  need	  for	  a	  lower	  level	  of	  supervised	  medical	  care	  for	  many	  shelter	  residents	  and	  homeless	  persons	  discharged	  from	  hospital	  care.	  Hence,	  while	  service	  providers	  recognized	  the	  need	  for	  respite	  care,	  consumers	  did	  not	  perceive	  this	  need.	  





Table	  H3.	  Available	  Community	  Resources	  	  Health	  Services	   Supportive	  Services	  Family	  HealthCare	   Psychiatric	  agencies	  Homeless	  Health	  Services	   Shelters	  Outreach	   Permanent	  supportive	  housing	  Nursing	  at	  shelters	   Case	  management	  Public	  Health	   County	  Social	  Services	  Detox	  centers	   State	  and	  Federal	  assistance	  programs	  Hospital	  services	   Housing	  assistance	  programs	  	   Rape	  and	  Abuse	  Crisis	  Center	  	   HERO	  program	  	   	  	   Community	  assets	  in	  table	  3	  are	  resources	  reported	  by	  all	  participants	  for	  health	  and	  supportive	  services.	  Most	  participants	  said	  Family	  HealthCare	  and	  Homeless	  Health	  Services	  are	  primary	  resources	  for	  homeless	  health	  needs.	  Many	  consumers	  reported	  receiving	  care	  at	  these	  clinics	  as	  their	  regular	  source	  of	  care.	  Service	  providers	  reported	  collaborating	  frequently	  with	  both	  clinics	  and	  referring	  to	  other	  supportive	  services	  listed.	  	  
What	  Does	  This	  Mean	  for	  Program	  Planning?	  	  	   A	  medical	  respite	  program	  was	  viewed	  as	  a	  potential	  cost	  savings	  for	  the	  community	  and	  health	  systems,	  and	  provides	  an	  appropriate	  level	  of	  care	  needed	  in	  the	  area.	  An	  appropriate	  next	  step	  would	  be	  to	  form	  a	  task	  force	  or	  committee	  to	  direct	  the	  development	  of	  the	  program.	  Recommendations	  for	  development	  of	  this	  program	  include	  the	  following:	  




• Define	  the	  scope	  of	  care	  and	  range	  of	  services:	  Based	  on	  needs	  assessment	  data,	  a	  respite	  program	  in	  Fargo-­‐Moorhead	  would	  offer	  medical	  care	  and	  supervision,	  in	  the	  very	  least	  intermittent	  care	  and	  case	  management.	  Most	  participants	  reported	  an	  anticipated	  length	  of	  respite	  stay	  to	  be	  one	  to	  two	  weeks	  post-­‐discharge.	  Post-­‐discharge	  needs	  to	  address	  would	  include	  medication	  management,	  nursing	  cares,	  coordination	  of	  follow-­‐up	  care,	  transportation,	  benefits	  acquisition,	  and	  health	  education.	  Other	  possible	  needs	  reported	  were	  rehabilitation,	  physical	  and	  occupational	  therapy,	  and	  hospice.	  Specific	  nursing	  cares	  would	  need	  to	  be	  delineated	  based	  on	  admission	  criteria.	  Ownership	  and	  sponsorship	  of	  the	  program	  will	  need	  to	  be	  determined.	  	  
• Identify	  a	  Model:	  A	  specific	  model	  cannot	  be	  determined	  by	  project	  data	  but	  by	  the	  specific	  community	  resources	  available	  for	  use.	  The	  Fargo	  Housing	  Authority	  is	  an	  agency	  to	  collaborate	  with	  to	  choose	  an	  appropriate	  facility.	  	  	  
• Design	  the	  Program:	  Decisions	  will	  need	  to	  be	  made	  regarding	  admission	  criteria,	  policies	  and	  procedures,	  care	  provision	  and	  staffing	  needs,	  regulations	  and	  licensing,	  discharge	  planning,	  and	  partnerships	  to	  provide	  services.	  Fargo-­‐Moorhead	  Coalition	  members	  and	  staff	  from	  Family	  HealthCare	  and	  Homeless	  Health	  Services	  would	  be	  best	  to	  collaborate	  with	  to	  accomplish	  this	  task.	  	  




A	  cost	  analysis	  may	  utilize	  hospital	  data	  regarding	  length	  of	  stay,	  rates	  of	  readmission,	  delays	  in	  discharge,	  and	  emergency	  room	  utilization.	  Other	  costs	  to	  determine	  include	  start-­‐up	  and	  continuing	  costs.	  This	  analysis	  will	  form	  the	  basis	  for	  a	  business	  plan	  and	  proposal	  to	  area	  stakeholders.	  	  
• Market	  the	  Program:	  Marketing	  the	  respite	  program	  is	  essential,	  and	  may	  start	  with	  the	  creation	  of	  a	  business	  plan,	  proposal,	  and	  brochure	  with	  information	  about	  its	  mission,	  activities,	  and	  projected	  benefits.	  Collaboration	  with	  other	  agencies	  is	  paramount,	  and	  regular	  meetings	  are	  beneficial.	  	  
• Implement	  the	  Program:	  Once	  the	  above	  decisions	  are	  made,	  funding	  is	  secured,	  and	  set-­‐up	  is	  complete,	  the	  respite	  program	  may	  begin	  servicing	  patients.	  	  
• Collect	  Data	  and	  Assess	  Outcomes:	  In	  order	  to	  assure	  quality	  improvement	  and	  assess	  outcomes,	  the	  outcomes	  and	  evaluation	  process	  must	  be	  decided	  early	  on	  in	  the	  process.	  Outcomes	  measured	  may	  include	  improvement	  of	  patient	  health	  and	  ability	  to	  function,	  and	  improved	  continuity	  of	  care.	  	  
• Continued	  Evaluation:	  Continuous	  evaluation	  of	  outcomes	  is	  a	  necessary	  part	  of	  monitoring	  program	  quality,	  and	  will	  likely	  be	  part	  of	  agreements	  with	  funding	  agencies.	  	  
What	  About	  Other	  Health	  Service	  Needs?	  	   Although	  the	  need	  for	  a	  respite	  care	  program	  was	  identified,	  other	  needs	  to	  be	  addressed	  are	  listed	  below	  with	  suggestions	  for	  focused	  intervention	  as	  appropriate:	  




patients	  and	  providers.	  Area	  service	  providers	  must	  reflect	  on	  their	  own	  attitudes	  and	  understanding	  of	  homelessness	  and	  cultural	  sensitivity.	  	  	  
• Trauma-­‐informed	  care,	  harm	  reduction	  among	  service	  providers—Participants	  reported	  a	  need	  for	  understanding	  of	  the	  principles	  of	  trauma-­‐informed	  care	  and	  harm	  reduction	  among	  service	  providers.	  Provider	  training	  on	  the	  culture	  of	  homelessness	  and	  these	  principles	  may	  be	  beneficial.	  However,	  it	  is	  the	  duty	  of	  all	  service	  providers	  to	  treat	  clients	  with	  respect.	  	  
• Hands-­‐on	  nursing	  care	  in	  shelters—Shelter	  staff	  participants	  expressed	  a	  need	  for	  more	  hands-­‐on	  nursing	  care	  to	  be	  provided	  in	  all	  shelters.	  	  
• Consumers’	  need	  for	  dental	  care—Service	  providers	  may	  need	  to	  educate	  homeless	  patients	  on	  the	  availability	  of	  free	  dental	  clinic	  resources,	  such	  as	  Family	  HealthCare,	  in	  the	  area.	  	  




magnitude	  of	  effect	  on	  each	  state	  varies,	  and	  costs	  of	  expansion	  are	  weighed	  against	  savings	  from	  reduced	  state	  payments	  for	  uncompensated	  care	  and	  reduced	  administrative	  costs	  (DHHS,	  2012).	  States	  may,	  however,	  incur	  a	  short-­‐term	  increase	  in	  administrative	  costs	  of	  implementation	  (DHHS,	  2012).	  	  	  	  
• Consumer	  coverage	  for	  substance	  abuse	  treatment:	  Issues	  of	  lack	  of	  coverage	  for	  substance	  abuse	  treatment	  are	  similar	  to	  discussion	  above.	  	  
• Affordable	  housing	  in	  Fargo-­‐Moorhead	  area:	  As	  previously	  discussed,	  more	  affordable	  housing	  is	  needed	  in	  the	  community	  and	  is	  the	  base	  solution	  of	  the	  Housing	  First	  model.	  Participants	  expressed	  a	  need	  for	  Housing	  First	  programs	  to	  be	  fully	  embraced	  in	  the	  area.	  	  
Conclusion	  	   Homelessness	  is	  a	  direct	  threat	  to	  health,	  and	  the	  importance	  of	  addressing	  homeless	  persons’	  basic	  needs	  must	  be	  balanced	  with	  needs	  for	  health	  care	  and	  supportive	  services.	  Service	  providers	  must	  recognize	  the	  need	  for	  harm	  reduction	  in	  service	  provision	  and	  the	  need	  for	  appropriate	  long-­‐term	  solutions	  to	  prevent	  homelessness.	  Area	  stakeholders	  must	  be	  informed	  and	  involved	  in	  taking	  action	  to	  address	  homeless	  persons’	  barriers	  to	  health	  care	  access	  and	  corresponding	  health	  disparities.	  The	  need	  for	  a	  medical	  respite	  program	  in	  the	  community	  was	  established	  with	  this	  project.	  It	  is	  hoped	  that	  this	  information	  may	  help	  direct	  further	  interventions	  to	  address	  the	  health	  needs	  of	  the	  Fargo-­‐Moorhead	  homeless	  population.	  	  
	  	  	  
